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Appendiz F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

The State provides an opportunity 1o request a Fair Hearing under 42 CFR Part 43 1, Subpart E to individuals: (&) who are not
given the choice of homie and community-based services as an alternative to the institutional care specified v rem 1-F of the
request; (b) are denied the service(s) of their choice or the provider(s) of their choice; or, (¢} whose services are denied,
suspended, reduced or terminated. The State provides notice of action as required in 42 CTR §431.210

Procedures for Offering Opportunity to Reguest a Fair Hearipg. Describe how the individual (or his/her legal
representative) is informed of the opportunity to request a fair hearing under 42 CFR Part 431, Subpart E. Specify the notice
{s) that are used to offer individuals the opportunity 1o request a Fair Hearing. State laws, regulations, policies and notices
referenced i the description: are available to CMS upon request through the operating or Medicaid agency.

FEE FOR SERVICE:

Members are given an oral explanation of the appeals (State Fair Hearing) process during the application process by the
Iowa Department of Human Services (DHS) income maintenance staff. The Department alse gives metnbers an oral
explatiation at the time of any contemplated adverse beneflf defermination.. Depending on the adverse benefit
determination. this could be provided by the income maintenance worker, case manager, integrated health care coordinator,
commumnity-based case manager, and/or medical provider performing the level of care determination. The member is also
given written notice of the following at the time of application; and ar the time of any department adverse benefit
determination. Amn adverse benefit determination affects a claim for assistance in which applicants are not provided the
choice of home and community based services as an alternative to institutional care and members are denied services or
providers of therr choice, or whose services are denied, suspended, reduced or terminated.

An adverse benefit determination notice of determination that resulis in members® right to appeal includes the following
elements: the right to request a hearing, the procedure for requesting a hearing, the right 1o be represented by others at the
hearing, unless otherwise specified by the stamute or federal regulation, provisions for payment of legal fees by DHS; and
how to obtain assistance, including the right to continue services while an appeal ts pending.

The choice of HCB S ve mstiutional services 1s dascussed with the meinber al ihe tine of the compietion of the apphcation
by DHS income mamtenance staff, and again at the time of the service plan development by the case manager, integrated
health care coordinator, or community-based case manager.

All DHS appiication formms, notices, pamphlets and brochures contain information on the appeals process and the
opportunity to request an appeal. This information s available at all of the focal offices and on the DHS website.  The
process for filing an appeal can be found on all Notices of Decision (NOD). Procedures regarding the appeal hearing can be
found on the Notice of Hearing. As stated in lowa Administrative Code, any person or groap of persons may file an appeal
with DHS concerning ary decision made. The member is encouraged, but not required, to make a written appeal on a
standard Appeal and Request a Hearing form. Appeals may also be filed via the DHS website. If the member is unwilling
to complete the form, the member would need to request the appeal in writing.

All notices are kept at all Jocal DHS Offices or the case manager, integraled health care coordinator, or community-based
case manager’s file. The member is given their appeal rights in writing, which explains their right to continue with their
current services while the appeal is under consideration. Copies of all notices for a change in service are maintained in the
service file. IME reviews this information during case reviews.

MANAGED CARE ORGANIZATIONS:
When an HCBS member is assigned to a specific MCO, the assigned MCO community based case manager explains the
member’s appeal rights through the Fair Hearing process during the initial intake process.

In accordance with 42 CFR 438, an adverse benefit determination means any of the following:

(1} The denial or limited authorization of a requested service, including determinations based on the type or level of service,
requirements for medical necessity, appropriateness, seiting, or effectiveness of a covered benefit.

(2) The reduction, suspension, or termination of a previously anthorized service.

(53) The denial, in whole or in part, of payment for a service. (4} The failure to provide services in a timely manner, as
defined by the State.

(5) The faiture of an MCO, PIHP, or PAHP to act within the timeframes provided in §438.408(b){1} and (2) regarding the
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standard resolution of grievances and appeals.

(6} For & resident of a rural area with oniy one MCO, the denial of an enrollee's reguest to exercise his or her nght, under
G438 52(b¥2)ii), to obtam services outside the network.

{7) The denial of an enroliee's request to dispute a financial liability, including cost sharing, copayments, premiums,
deductibles, coinsurance, and other enroliee financial hiabilities.

in accordance with 42 CFR 438, ap appeal means a review by an MCO of an adverse benefit determination that it has
1ssued.

MCOs give thelr members written notice of all adverse benefit determinations, not only service authorization adverse
benefit determinations, in accordance with state and federal rules, regulations and policies, including but not limited to 42
CFR 438. MCO enrollment materials must contain all mformation for appeals rights as delineated in 42 CFR 438.10,
meluding: (A) the right to file an appeal; (B) requirements and timeframes for filing an appeal; (C) the availability of
assistance in the filing process; (D) the right to request a State Fair Hearing after the MCO has made a determination of a
member’s internal MCO appeal which is adverse fo the member. The fact that, if requested by the membet, benefits that the
MCO seeks to reduce or terminate will continue if the member files an appeal or requests a State fair hearing within the
specified timeframe and that the member mav be required to pay the cost of such services furnished while the appeal or state
falr hearing is pending if the final decision is adverse to the member.

MCOs must provide members any reasonable assistance in completing forms and taking other procedural steps. This
mncludes, but is not limited to providing interpreter services, and toll-free numbers that have adequate TTY/TTD and
inierpreter capability. Upon determination of the appeal, the MCO must ensure there is no delay in notification or mailing
o the member and member representative the appeal decision. The MCQ's appeal decision notice must describe the adverse
benefit determinations taken, the reasons for the adverse benefit determination. the member’s right to request a State fair
hearing, process for filing a fair hearing and other information set forth in 42 CFR 438.408(¢e).

MCOs must maintan an expedited appsals process when the standard time for appeal could seriously jeopardize the
member’s life, physical or mental health or ability to attam, maintain or regain maximum funchion. The MCO must also
provide general and targeted education to members and providers regarding expedited appeals including when an expedited
appeal 1s appropriate and procedures for providing writfen certification thereof,

The MCO's appeal process must conform to the following requirements:

— Allow members. or providers acting on the member’s behalf, sixty (60) calendar days from the date of adverse benefit
determination notice within which to file an appeal.

— In accordance with 42 CFR 438 402, ensure that oral requests seeking to appeal an adverse benefit determination are
treated as appeals. However, an oral request for an appeal must be followed by a written request, unless the member or the
provider requests an expedited resolution.

— The MCQO must dispose of expedited appeals within 72 hours after the Contractor receives notice of the appeal, unless
this timeframe is extended pursuant to 42 CFR 438.408 (c).

— In accordance with 42 CFR 438.410, if the MCO denies the request for an expedited resolution of a member’s appeal, the
MCO must transfer the appeal to the standard thirty (30) calendar day timeframe and give the member writien notice of the
denial within two (2} calendar days of the expedited appeal request. The MCO must also make a reasonable atiempt 1o give
the member prompt oral notice.

— The MCO must acknowledge receipt of each standard appeal within three (3} business days.

— The MCO must make a decision on standard. non-expedited, appeals within thirty (30} calendar days of receipt of the
appeal. This timeframe may be extended up to fowrteen (14) calendar days, pursuant to 42 CFR 438.408. If the timeframe 15
extended. for any extension not requested by the member, the MCO must give the member written notice of the reason for
the delay.

— In accordance with 42 CFR 438.408, written notice of appeal disposition must be provided with citation of the lowa Code
and/or Towa Administrative Code sections supporting the adverse benefit determination in non-authorization and care
review letters that advise members of the right to appeal. For notice of an expedited resolution, the Contracior must also
make reasonabie efforts to provide oral notice. The written notice of the resolution must inciude the results of the resolution
and the date it was completed. For appeals not resolved wholly in favor of the member, the written notice must inciude the
right to request a State fair hearing, including the procedures to do so and the right fo request to receive benefits while the
hearing is pending, including instructions on how to make the request. The MCO shall direct the member to the Agency
Appeal and Request for Hearing form as an option for submitting a request for an appeal. This shall also include notice that
the member may be held liable for the cost of those benefits if the hearing upholds the Contractor’s adverse benefit
determination.
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Members enrolled in an MCO must exhaust the entity’s internal grievance processes before pursuing a Staie Fair
Hearing. This requirement is outiined in the eoncunent §1915(b) waiver, Part IV, Section E.

Appendix F: Participant-Rights
Appendir F-2: Additional Dispute Resolution Process

z. Avzilability of Additienal Dispute Resolution Process. Indicate whether the State operates another dispuse
resolution process that offers participants the oppormunify to appeal decisions that adversely affect their services while
preserving their right to a Fair Hearing. Select one:

*_ No. This Appendiz does not apply
“® Yes. The State operates an additional dispute resolution process

b. Description of Additional Dispute Resclution Process. Describe the additional dispute resolution process,
meluding: (a) the State agency that operates the process; (b) the nature of the process (i.e., procedures and
timeframes). including the types of disputes addressed through the process; and, (¢) how the right to a Medicaid Fair
Hearing 1s preserved when a participant elects 1o make use of the process: State laws, regulations, and policies
referenced in the description are availabie to CMS upon request through the operating or Medicaid agency.

Tach MCQO operates Iis own internal grisvance and dispute resolufion processes. I accordance to 42 CFR 438.408
{f). a managed care enrollee may request a State Fair Hearing only afier receiving notice that the MCO 15 upholding
the adverse benefir determination.

Thoe policies and procedures regarding the MCO grievance and appeals system are outhined in the concurrent §1915
{b} waiver, Part [V, Section E. MCO members can appeal any adverse beneflt determination within 60 calendar
days. An adverse henefit determination 1s defined as the: (i) denial or limiied authorization of a requested service,
meluding the type or level of service, requirements for medical necessity, appropriateness, setting, or effectiveness
of a covered benefit: (1i) reduction, suspension or termination of & previously authorized service; (iii} denial, in
whole or in part, of payment for a service, (iv) failure to provide services in a timely manner; (v} failure of the MCO

—te-act-within-therequired-umeframes;-or-0vd)-the-denial-of an-enrollee s request-to-dispute-a-financial-hability oo

including cost sharing, copayments, premiums, deductibies, comsurance, and other enrolles financial liabitities.
MCOs must ensure that oral requests seeking to appeal an adverse benefit determination are treated as appeals.
However, an oral request for an appeal must be followed by a written request, unless the member or the provider
requests an expedited resolution. MCOs must make a decision on standard, non-expedited, appeals within thirty (30)
calendar days of receipt of the appeal. This timeframe may be extended up to fourteen {14) calendar days, pursuant
to 42 C.F.R. § 438 408. Expedited appeals must be disposed within seventy-two (72) hours unless the tineframe is
extended pursuant to 42 CFR § 438.408 and 410. MCO members can also file grievances with their MCO;
grievances are any written or verbal expression of dissatisfaction about any matier other than an adverse benefit
determination.” MCO members have the right to request a State Fair Hearing i dissatisfied with the outcome of the
MCO appeals process. MCOs notify members of this right through enrollment materials and notices of adverse
benefit determination, including information that the MCO grievance and appeals process is not a substitate for a
Fair Hearing. MCOs must acknowledge receipt of a grievance within three (3) business days and must make a
dectston on grievances and provide written notice of the disposition of grievance within thirty (30) calendar days of
receipt of the grievance or as expeditiously as the member’s health condition requires. This timeframe may be
extended up to fourteen (14) caiendar days, pursuant to 42 CF.R. § 438 408.

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Comptaint System. Select one:

No. This Appendix does not apply

“# Yes, The State operaies a grievance/complaint system that affords parficipants the opportunity to register
grievances or complaints concerning the provision of services under this waiver

b. Operational Respensibility. Specify the State agency that is responsible for the operation of the grievance/complaint
systemni:
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FEE FOR SERVICE:

IME is responsible for operation of the compiant and grievance reporting process for all fee-for-service
members. n addition, the Department maintains an HCBS Quality Assurance and Technical Assistance Unit
contract that 1s responsibie for the handling of fee-for-service member complaints and grievances in regards to
provision of services under this waiver.

MANAGED CARE ORGANIZATION:

IME Member Services MCO Member and MCG Liaison: Designated IME Member Services staff serves as a Jialson
for any MCO grievance/complaint that is reported to IME Policy staff by an MCO member or his/her

advocate. IME Policy sends the pertinent details of the grievance/compltamt to the MCO liaison. The IME MCO
Lialsor communicates and coordinates with the MCO and member to grievance/complaint to resolution; and, the
resolution is communicated to the IME Policy staff who received the original grievance/complaint. This process
serves to support those MCO members who may be confused about the MCO grievance/complaint process to follow
or members who have not been able 10 resolve their grievance/complaint with their MCOs.

Grievances/complaints follow the parameters and timelines in accordance with 42 CFR 438.408 and 438.410.

A grievance/complaint means an expression of dissatisfaction about any matier other than an adverse benefit
determination. Grievances may include, but are not Umited to, the quality of care or services provided, and aspects of
interpersonal relationships such as radeness of a provider or employee, or failure to respect the enroliee's rights
regardiess of whether remedial action is requested. Grievance Inciudes an enrollee's right to dispuie an extension of
time proposed by the MCO fo malke an authorization decision.

MCO Grievance/Compiaint System:

The MCG must provide information about its grievance/complaint system to all providers and subcontractors at the
time they enter into a contract. Further, the MCO is responsible for maintenance of grievance records in accordance
with 42 CFR 438 41¢.

The MCQ must provide information about its grievance/complaint system to all members and provide reasonable
assistance-in-completing forms.and ?akjng_pﬁgcedural__steps,____Ihis__1:esp_()nsihility_.alSﬂ_.in.clude<:j but.is. not Hmited 1o,

auxiliary aids and services upon request {e.g. interpreier services and toll-free numbers that have TTY/TTD and
Interpreter capability).

The MCC member handbook must melude mformation, consistent with 42 CFR

38.10.

The MCO must insure that individuals who make decisions on grievances have not been involved in any previous
lavel of review or decision-making and is not a subordinate of suck individual.

MCO Grievance/Complaint Process:

A member may submit an oral or written grievance at any time 1o the MCO, With written consent of the member, a
provider or an anthorized representative may file a grievance on behalf of a member. There is not a timeline for
submission.

The MCO must acknowizdge receipt of the grievance.

The MCO must process the grievance resolution within 30 days of the daie that the grievance is received and issue a
written notification fo the member it accordance with 42 CEFR 438.408.

The resolution may be extended by fourteen (14) days upon member request. If the member does not request an
extension, the MCC must make reasonable efforts to give the member prompt oral notice of the delay; and within
two (2) calendar days provide the member with & writien notice of the basis for the decision to extend the
timeframe. If the member does not agree with the extension, he/she may file an additional grievance to the
extension.

¢. Description of System. Describe the grievance/complaint system, including: (a) the types of grievances/complaints
that participants may regisier; (b} the process and timelines for addressing grievances/complaints; and, (¢} the
mechanisms that are used to resolve grievances/complamts. State laws, regulations, and policies referenced in the
description are available to CMS upon request through the Medicaid agency or the operating agency {if applicable}.
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Any fee-for-service waiver member, member’s relative/guardian, agency staff, concerned citizen or other public
agency staff may report a complaint regarding the care, freattent, and serviees provided to a member. A complaint
may be submitied in writing, in person, by e-mail or by telephone, Verbal reports may reguire submission of a
detailed written report. The complaint may be submitted to an HCBS Provider Quality Oversight Specialist, HCBS
Programm Manager, any IME Unit, or Bureaw. Chief of Long Term Care. Complainis by phone can be made to a
regional HCBS Provider Quality Assurance Oversight Specialist at their local number or by caliing the IME. The
Bureau of Long Term Care has established a committee to review complamts. The committee will meet biweekly to
review current complaints.

Once received. the HCBS Quality Assurance and Technical Assistance Unit shall initiate investigation within one
business day of receipt and shall submit a findings report te the Quality Assurance Manager withip 15 days of
finalizing the investigation. Once approved by the Quality Assurance Manager, the findings report is providad to the
complainant and the provider in questiorn. If the complainant is a member, they are informed by the HCBS Quality
Assurance and Technical Assistance Unit Incident and Complaint Specjalist that filing a gnevance or making a
complaint s not & pre-requisite or substitute for a Fair Hearing.

MO members must exhaust the entity’s internal grievance and appeals processes before pursuing a State Fair
Bearing. The policies and procedures regarding the MCO grievance and appeals system are outiined in the
concurent £1915(b} waiver, Part TV, Section E. MCC members can appeal apy “action” within 60 days. Ap
“action” is defined as the: () denial or limited authorization of a requested service, including the tvpe or level of
service: {ii) reduction. suspension or termination of a previously authorized service; {11} denial, in whole or in part,
of pavment for a service; (iv) failure to provide services in a timely manner; or (v) failure of the MCO to act within
the required tumeframes set forth in 42 CFR 438.408(b). In accordance with 42 CFR 438.406, oral requests seeking
an appeal are meated by the MCO as an appeal; however, ar oral request for an appeal must be followed by a written
request, unless the member or the provider requests an expedited resolrtion.

MCO members have the right to request a State Fair Hearing if dissatisfied with the cutcome of the MCO appeals
process. MCOs notify members of this right through enroliment materials and notices of action. In accordance with
42 CFR 438.406, the MCO provides the member and their representative opportunity, before and during the appeals
process, t¢ examine the member’s case file. including medical records and any other documents or records

considered-during the appeals process.-n-addition. the member.and their representative have. the opportunity. 1o
present evidence and aliegations of fact or law in person as well as in writing. Upon determination of the appeal, the
MCO must prompily notify the member and his/her representative of the appeal decision. The MCO’s appeal
decision notice must describe the actions taken, the reasons for the action. the member’s right to request a State Fair
Hearing, process for filing a Fair Fearing and other information set forth in 42 CFR 438.408(e).

MCOs must ensure that the individuals rendering decisions on grievances and appeals were not involved in previous
levels of review or decision-making and are health care professionals with appropriate clinical expertise in treating
the member’s condition or disease if the decision will be in regard to any of the following: (1) an appeal of a dental
based on lack of medical necessity; (i} a grievance regarding denial of expedited resolution of an appeal; or (iii) any
grievance or appeal involving ciinical issues. Appeals must be resolved by the MCO within 30 calendar days of
receipt; this timeframe may be extended up to 14 calendar days, pursuant to 42 CFR 438.408(c}.

MCOs must resolve appeals on an expedited basis whern the standard time for appeal could seriously jeopardize the
member’s health or ability to maintam or regain maximum function. Such expedited appeals must be resolved within
72 hours after the MCG receives potice of the appeal, unless this timeframe is extended pursuant to 42 CFR 438.408
{c). Standard appeals must be reselved within 30 calendar days; this timeframe may be extended up to 14 calendar
days, pursuant 1o 42 CFR 438.408(c). If the timeframe is extended. for any extension not requested by the member,
the Contractor must give the member writien notice of the reason for the delay. Within 90 calendar days of the date
of notice from the MCO on the appeal dectsion, the member may request a State Fair Hearing,

MCCO members can also file grievances with their MCQO; grievances are any written or verbal expression of
dissatisfaction about any matter other than an “action,” as defined above, Grievances may be filed either orally or in
writing; receipt is acknowledged by the MCO within 3 business days and resolved within 30 calendar days or as
expeditiously as the members health condition requires. This timeframe may be extended up te 14 calendar days,
pursuamt to 42 CFR 438.408(c).

MCOs are required to frack ali grievances and appeals in thelr information systems: this ncludes data on clinical
reviews, appeals, grievances and complaints and their outcomes. MCOs are responsible for reporting on grievances
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and appeals to DHS. This includes maintenance and reporting to the State the MCO member grievance and appeals
logs which includes the current status of all grievances and appeals and processing timelinss.
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Anpendiy G: Participant Safeguards
Appendix G-1: Response to Crifical Events or Incidents

a. Critical Event or Incident Reporfing and Mavagement Process. Indicate whether the State operates Critical Event
or Incident Reporting and Management Process that enables the State to collect informarion on sentine] events
occurring in the warver program.Seleci one:

& Yes. The State operates a Critical Event or Incident Reporting and Management Process (compleie ltems b
through &)
 No. This Appendix does not apply (do not complete ltems b through e)
If the State does not operate a Critical Event or Incident Reporting and Management Process, describe the
process that the State uses to elicit information on the health and welfare of individuals served through the
program.

h. State Critical Evenf or Encident Reporting Reguirements. Specify the tvpes of critical events or incidents
(includimg alieged abuse, neglect and exploitation) that the State requires to be reported for review and follow-up
action by an appropriate authority, the mdividuals and/or entities that are required to report such events and incidents
and the timelines for reporting. State laws, regulations, and policies that are referenced are available to CMS upon
request throvgh the Medicaid agency or the operating agency (if applicable).

All walver service providers, case managers. integrated health home care coordinators, and MCO CBCMs,
recardless of delivery system fi.e., FFS or managed care), are requirec to document major and minor incidents and
make the mcident reports and related documentation avaitable to DHS upon request. Providers, case managers,
integrated health home care coordinators, and MCO CBCMs must also ensure cooperation in providing pertinent
information regarding incidents as requested by DHS. MCOs must require that all internal staff and network

by the MCO or outside agency, all in accordance with State requirements for reporting incidents for 1915(c) HCBS
Waivers, 1915{1) Habilitation Program, PMICs, and all other incidents required for beensure of programs throungh
the Department of Inspections and Appeals.

Per Chapter 441 lowa Administrative Code 77.25(1), “major incidents™ are defined as an occurrence involving a
participant during service provision that: (1) results in a physical injury to or by the pariicipant that requires a
physician’s treatment or admission to a hospital; {2) results in the death of any person; (3) requires emergency
mental health treatment for the participant; {4) requires the intervention of law enforcement: (5) requires a report of
child abuse pursuant fo lowa Code section 232.69 or a report of dependent adult abuse pursuant te iowa Code
section 235B.3; (6) constitutes a prescription medication error or a patiern of medication errors that leads to the
outcome in paragraph “1,7 “2," or “3”; or (7} wvolves a participant’s location being unknown by provider staff who
are assigned protective oversight. All major incidents must be reported within 48 hours of witnessing or discovering
an mcident has occurred, using the IME’s Towa Medicaid Portal Access (IMPA) System. Suspected abuse or negiect
may be reported to the statewide abuse reporting hotline operated by DHS.

Child and dependent adult abuse is an inclusive definition that includes physical and sexual abuse, neglect and
expiottation. Child abuse is defined in Towa Code 232.68, and may include any of the following types of acts of
willful or negligent acts or omissions:

- Any non-accidental physical injury.

-~ Any mental injury to a child’s mtellectual or psychelogical capacity.

~ Commission of a sexual offense with or to a child.

- Faijure on the part of a person responsible for the care of a child to provide adequate food, shelter, ciothing or other
care necessary for the child’s bealth and welfare.

- Presence of an illegal drug in a child’s body as a direct act or omission of the person responsible for the care of a
chiid or manufactoring of a dangerous substance in the presence of a child.

Dependent adult abuse is defined in Towa Code 235B.2, and may include any of the following types of acts of willful
or negligent acts or omissions:
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- Physical injury or unreasonabie confinement, unreasonable punishment, or assault of a dependent adult.

- Commission of a sexual offense or sexual exploitation.

- Explottation of & dependent aduit.

- Deprivation of the minimum food, shelter, clothing, supervision, physical or mental health care or other care
necessary to maintain & dependent adult’s [ife or health.

When a major incident occurs, provider staff must notify the member or the member ’s legal guardian withio 24
hours of the incident and distribuie & complete incident report form as follows:

- Forward a copy to the supervisor with 24 hours of the incident.

- Send a copy of the report to the member’s case manager, health home coordinator, or community-based case
manager (when applicable) and the BLTC within 24 hours of the mcident.

- File & copy of the report in a centralized location and make a notation n the member’s flle.

Per Chapter 441 lowa Adminisirative Code 77.25(1), “minor incidents™ are defined as ar. occurrence mvolving a
participant during service provision tiat is not a major incident and (hat: (1) results in the application of basic first
aid; (2) results i braising; (3) results in seizure activity; (4) results in Injury to self, to others, or te property; or {3)
constitules a prescripiion medication error. Providers are not required to report minor incidents to the BLTC, and
reports may be reported internally within a provider’s system, in any format designated by the provider (L¢., phone,
fax, email, web based reporting, or paper submission}. When a minor incident occurs or a siaff member becomes
aware of & minor incident, the staff member involved must submit the completed incident report to the staff
member’s supervisor within 72 hours of the incident. The compieted report must be maintained in a centralized {ile
with 2 notation in the member’s fite. Providers are not required to report minor incidents to the BLTC, and reposts
may be reported internally within a provider’s system, in any format designaied by the provider (1., phone. fax,
email, web based reporting, or paper submission). When a minor incident occurs, or a staff member becomes aware
of 2 minor ingident, the staff member involved must submit the completed incident report to the staff member’s
supervisor within 72 hours of the incident. The completed report must be maintained in & centralized fle with a
notation in the member’s file.

As part of the guality assurance policies and procedures for HCBS Waivers, all incidents will be mouitored and
remediated by the HCBS Incident Reporting Specialist and HCBS specialists. On & quarterly basis, a QA committee
il review-data collecied on-incidentsand will analyze data to determine frends _probiems.and issues in service

delivery and make recommendations of any policy changes.

MCOs are alse required to develop and implement @ critical incident management system in accordance with DHS
reguirements, in addition to maintaining policies and procedures that address and respond to incidents, remediate the
incidents to the individual level, report incidents to the appropriate enfities per required timeframes, and track and
analyze incidents.

MCOs must adhere to the State’s quality improvement strategy described in each HCBS waiver and waiver-specific
methods for discovery and remediation. MCOs must utilize system information o identify both case-specific and
svstemic trends and patterns, identify opportunities for imprevement and deveiop and implement appropriate
strategies tc reduce the occurrence of incidents and improve the quality of care. All MCO staff and network
providers are requirsd to:

- Report critical incidents.

- Respond to critical incidents.

- Document critical incidents,

- Cooperate with any investigation conducted by the HCBS Quality Assurance and Technical Assistance Unit staff,
MCO, or ouiside agency,

- Recetve and provide training on critical incident policies and procedures.

- Be subject to corrective action as needed to ensure provider compliance with critical incident requirements.

Finally, MCOs must identify and track critical incidents, and review and analyze critical incidents, to identify and
address guality of care and/or health and safety issues, incloding a regular review of the number and types of
incidents and findings from investigations. This data should be used to develop sirategies to reduce the occurrence
of critical incidents and improve the quality of care delivered to members.

¢. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation,
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including how participants (and/or families or legal representatives, as appropriate) cap notify appropriate anthorities
or entities when the participant may have experienced abuse, nsglect or exploitation.

Information concerning protections is provided to applicants and members at the time of application and at the time
of service plan development. During enroliment, and when any updates are made, DHS also provides to members 2
Medicaid Members Handbook, which contains information regardmg filing a compiamt or grievance. MCO written
member enrollment materials also contain information and procedures on how ic report suspected abuse and neglact,
including the pbone numibers to call to report suspected abuse and neglect.

In addition, information can atso be found on DHS and MCO websiies. The DHS website contains a “Report Abuse
and Fraud™ section, which describes how te report dependent adult child abuse. The same information is also
available in written format in the 99 local DHS offices, and members may also call the IME Member Services call
center with any questions regarding filing a complaint or grievance.

Finally, the case manager, health home coordinator, or communiry-based case manager is responsible for assessing a
member’s risk factors annually during the reevaluation process, as well as during the quality assurance interview
process and the annual IPES interview. DHS recognizes the peed to provide fraining to members using on a more
formal process. The state has developed training to ensure that case managers, health home coordinators, and
community-based case managers provide this information 1o members at & mmimum or a yearly basts.

d. Responsibility for Review of and Response o Critical Events or Incidents. Specify the entity (or entities) that
receives reports of critical events or incidents specified in item G-1-a, the methods that are employed 1o evaluate such
reports, and the processes and nme-frames for responding to critical events or incidents, meinding conducting
investigations.

Reporting of suspected child or adult abuse to DHS Protective Services is mandatory for all IME HCBS staff, case
managers, MCO CBCMs, health home care coordinators, and HCBS providers. DHS Protective Services (PS)
receives all mandatory reports of child and dependent adult abuse. If an immediate threat of physical safety is
believed to exist, PS makes every effort to examuine that child or dependent adult within one hour of receipt and take
any lawful action necessary. 1f the child or dependent adult is not in danger, PS makes every effort to examine the
chiid or dependent adult within 24 hours. PS notifies the member's case manager, health home coordinator or

community-based case manager when an investigation has been initiated to ensure they are aware of the alleged
abuse, and fo ensure that additional services can be added or that changes can be made to the member’s plan of care
if needed. PS provides an evaluation report within twenty days of receipt of the report, whick includes necessary
actions, and/or an assessment of services needed. The Central Registry of Abuse and County Attorney also receives
PS reporis. For both child and dependent aduit abuse cases, the member and/or the family are notified of the results
v writing by DHS as soon as the mvestigation has concluded. This applies to both individuals enrolled in fee-for-
service or managed care.

If the incident is a situation that has caused, or s likely to cause a serious injury, impairment, or abuse to the
member, and if PS has completed, or is in the process of conducting, an investigation the HCBS specialist
coordinates activities with PS to ensure the safety of the member is addressed. If PS is not investigating, and
immediate jeopardy remains, the member’s case manager, health home coordinator. or community-based case
manager is notified immediately to coordinate services, and the HCBS Specialist itiates a review within two
working days of receipt of the report. If it is determined that immediate jeopardy has been removed or not present,
review by the HCBS Specialist is initiated within twenty working days of receipt of report. The HCBS Specialist
prepares & report of findings within thirty days of the investigation being completed and presents it to the BLTC, the
provider, and interested stakeholders (i.e., members, guardians, etc.). These timelines apply to both ndividuals
enrolled in fee-for-service or managed care.

The BLTC mests biweekly to review critical incident reports of child and dependent aduit abuse and member deaths
that have been reported through the critical incident reporting process. DHS reviews, and if needed. requests
information for follow through and resolution of the abuse allegation and member deaths from the case tanager,
health home coordinator, community-based case manager, or HCBS Specialist. Requests for information are
forwarded to the case manager, health home coordinator or community-based case manager to veritfy any needed
changes and confirm that follow-up has occurred with the member (i.e., changes ¢ a plan of care or the safety or risk
plan as necessary). 1f additional information or actions are required of a provider, the HCBS Specialist works
directty with the provider to ensure that performance issues identified in the incident report are addressed. The
HCRS Specialist uses the provider’s Self-Assessment as the foundation of the review to assure that accuracy i the
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Self-Assessment and to ideniify any corrective actions that may be required. The HCBS Specialist generates a
report of findings within thirty days of the completion of any review requiring correciive actions.

information requests to the case manager, health home coordinator, communiry-based case manager, or HCBS
Specialist for follow up are tracked by the HCBS Unir on a weekly basis unti! the sitwation has been resolved. DHS
implemented & web-based critical incident reporting system. September 1, 2009, that significantly enhanced the
State’s ability to track and trend the discovery, remediation, and mmprovement of the criiical incident reporting
process, Revisions have been made to the system based on data collection and feedback from users, further
enhancing the process. Incidents are reviewed by the HCBS Quality Oversight Unit within one business day of
report and forwarded to the case manager, heaith home coordinator or community-base¢ case manager as needed to
coordinate any follow-up and communication with the member, provider. and/or family/legal guardian. Incidents
that lead o targeted review will initiate investigation by the HCBS Quality Oversight Unit within one business

day. Findings reports are submitted to the Quality Assurance Manager within 15 days of investigation

completion, Once the finding report is approved by the Qualiry Assurance Manager, the findimgs report is sent fo the
provider and case manager, health home coordinator, community-based case manager, or HCBS Specialist.

MCOs are responsible for developing and implementing critical incldent management systems in accordance with
the DEHS requirements. Specifically, MCOs must taaintain policies and procedures, subject 1o DHS review and
approval, that: (1) address and respond to incidents; (2} report incidents to the appropriate entities per required
timeframes; and (3) track and analyze incidents. This information is utifized to identify both case-specific and
systemic rends and patierns, identify opportunities for improvement and develop and implement appropriate
strategies to reduce the occurrence of incidents and improve the quality of care. Traming must be provided io all
internal staff and network providers regarding the appropriate procedures for reporting, responding 0, and
decurnenting critical incidents. Network providers must provide wraining to direct care staff regarding the
appropriate procedures for reporting. responding te, and documenting eriticai incidents.

Finatty, MCCs must identify and track, review and analyze critical incidents to identify and address qualify of care
and/or health and safety issues. MCOs must also regulariv review the number and types of incidents and findings
from investigations, in order o identify trends, patterns, and areas for improvement. Based on these findings, the
MCO must develop and implement strategies fo reduce the occurrence of critical incidents and tmprove the quality

of care delivered to members. Consistent with 441 lowa Administrative Code 77.25 (3), the following processis

followed when a major ireident occurs or & staff member becomes aware of a major incident;
(1) The staff member involved shall notify the following persons of the incident by the end of the next calendar day
afier the Incident:
a. The staff member’s supervisor.
b. The member or the member’s legal guardian. EXCEPTICN: Notification to the member is
required only if the incident took place outside of the provider’s service provision.
Notification to a guardian, if anv, is always required.
¢. The member’s case manager.

(2) By the end of the next calendar day after the incident, the staff mamber who observed or first becames aware of
the incident shall also report as much information as is known about the incident to the member’s managed care
organization or for members not enrolled with a MCO, the department’s bureau of long-term care eitber:
a. By direct data entry into the lowa Medicaid Provider Access System, or
b. By faxing or mailing Form 470-4698, Critical Incident Report, according to the
directions on the form.

{(3) The following information shall be reporied:

& The name of the member involved,
b. The date and time the incident occurred.
¢. A description of the incident.
&. The names of ali provider staff and others who were present at the time of the
incident or who responded after becoming aware of the incident. The confidentiality of other members or
notanetbers who were present must be maintained by the use of initials
or other means.
e. The action that the provider staff took to manage the mcident.
f. The resolution of or follow-up to the incident.
¢. The darte the report is made and the handwritten or electronic signature of the person
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making the report.

If the critical incident involves the report of child or dependent adult abuse, it is mandatory that this type of critical
incident is reported 1o DHS Protective Services.

If the critical incident does not involve child or dependen: adult abuse, it will be reviewed by the MCC. The MCO
wili notify the member and/or the family of the results upon conclusion of the mvestigation, on or within 30 days.

e. Responsibility for Gversight of Critical Incidents and Events. 1dentify the State agency (or agencies} responsible
for overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this
owversight is conducted, and how frequentty.

DHS has oversight for monitoring incidents that affect ali waiver members. An HCBS Quality Assurance and
Technical Assistance Unit reviews all critical incident reports as soon as they are reporied to DHS. All eritical
mcidents are tracked in a crifical incident database that tracks the daie of the event, the specific waiver the member is
enrolled in, the provider (if applicable), and the nature of the event, and follow up provided. If the incident has
caused or 15 likely to cause a serious injury, impairment, or abuse ic the member, and if PS has completed or is in the
process of conducting an investigation, the HCBS Specialist will coordinate with PS. If PS is not investigating, the
HCBS Specialist will begin an on-site review within two working days of receipt of the report. If it is determined
that the member kas been removed from immediate jeopardy, the review is initiated with in twenty working days of
receipt of report. For other non-jeopardy incidents, a review is initiated within twenty days. The HCBS Quality
Assurance and Technical Assistance Unit meets biweekly to review data tracked in the crifical incident database and
io decide if pohicy changes or additional training are needed. Data 1s compiled and analyzed in attempt to prevent
fusure incidents through identification of system and provider specific training needs, and individual service plan
Tevisions.

Appendix G: Participant Safeguards
Appendix G-2: Safegunards Concerning Restraints and Restrictive Interventions
(1 of3)

a. Use of Restraints. (Select onej: (For waiver actions submitied before March 2014, responses in Appendix G-2-a will
displav information for both restraints and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.)

_ The State does not permit or prohibits the use of restraints

Specify the State agency (or agencies) responsible for detecting the unauthorized use of restraints and how this
oversight is conducied and its frequency:

& The use of restraints is permiited during the course of the delivery of waiver services. Complete ltemns G-2-
a-t and G-2-a-1f.

i. Safeguards Concerning the Use of Restraints. Specify the safeguards that the State has established
concerning the use of each type of restraint {i.e., personal restraints, drugs used as restraints, mechantcal
restraints). Staie laws, regulations, and policies that are referenced are available to CMS upon request
through the Medicaid agency or the operating agency (if applicabie).

The DHS policy regarding restrainis is as follows and applies to all types of restraints that mav be used
by waiver providers. The policy described in this section applies regardless of delivery system {i.e., FFS
or MCQ), and MCOs are contractually obligated to adhere.

Restraints include, but are not iimited to, personal, chemical, and mechanical methods used for the
pupose of controlling the free movement of an individual’s body. Chemical restraints are most
commonly used to calm an individual dowr in moments of escalation. Other examples of restraints
include, but are not limited to, holding a person down with one’s hands, tying an individual to a bed,
using a straight jacket or demobilizing wrap. As a rights limitation, the restraint procedures must be
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agreed to by the interdisciplinary {eam and 1dentified in the member’s plap of care {441 lowa
Administrative Code Chapter §3). All incidents of restraints must be documented in a member’s file
and reported as 2 critical incident.

Per 441 lowa Adminisirative Code Chapter 77.25(4), providers “shall have i place z svstem for the
review, approval, and implementation of ethical, safe, humane, and efficient behavioral iniervention
procedures. All members receiving home- and community-based habilitation services shall be afforded
the protections imposed by these rules when any restraint, resfriction, or behavioral mfervention is
mmpiemented.

- The system shall include procedures to inforim the member and the member’s legal guardian of the
restraint, restriction, and behavioral intervention policy and procedures at the time of service approval
and as changes occur.

- Restraint, restriction, and behavioral intervention shall be used only for reducing or eliminaring
maladaptive target behaviors that are identified in the member’s restraint, restriction, or behavioral
miervention program.

- Restraint, restriction, and behavioral intervention procedures shall be designed and mnplemented enly
for the benefit of the member and shall never be used as punishment, for the convenience of the staff, or
as @ substitute for a nonaversive progranl.

- Restraint, restriction, and behavioral intervention programs shall be time-limited (maxtmum one vear)
and shall be reviewed at least quarterly.

- Corporal punishment and verbal or physical abuse are prohibited.”

These safeguards are the same regardless of what resiraints are used, All restraints must also be
consistent with the Children’s Health Act of 2000 and other applicable Federal laws. All members
served under an HCBS waiver service shall be afforded the protections imposed by these

requirements. Any provider contracting with DHS to provide waiver services must conduct its activities
m accordance with these requirements. Restraint procedures may be designed and implemented only for
the benefit of the member and may never be used meraly as punishment or for the convenience of the
staff or as a substituie for a non-aversive program.

Physical and chemical restraints may be aliowed depending on the provider’s agency policy to ensure
that there Is an accompanying behavioral intervention plan. documentation of each instance, and
monitering of its use. These types of restraints must be considered on an individual basts afier the
interdisciplinary team reviews them. and entered into the written plan of care with specific time lines. If
a member were placed in a closed room the time frame would need to be determined on an mdividual
basis and spelied out in the service ptan. The provider would need to document the use of this restraint
in the member’s service file each time 1t was utilized by staff. The provider would be required to have a
written policy approved by DHS on the supervision and monitoring of members placed in a closed
room, for example monitoring on & fifteen minute basts 1o assure the health and welfare of the member.

Restraint procedures may only be used for reducing or eliminating maladaptive target behaviors that are
identified in the member’s Behavioral Intervention Program. For the purposes of decelerating
maladaptive target behaviors a Behavioral Intervention Program includes at least the following
COMpPONnents:

- A clear objective description of the maladaptive farget behavior to be reduced or elimmated.

- A clear objective description of the incompatible or alternative appropriate response, which will be
reinforced.

- A Iist of restraints and behavioral interventions ntttized te teach replacement behaviors that serve the
same behavioral function identified through a functional analvsis or review of the maladaptive target
behaviors. Restraints and behavioral interventions may only be utilized to teach replacement behaviors
when non-aversive methods of positive support have been ineffective.

- A baseline measurement of the level of the target behavior before intervention.

Anv provider emplovee who implements an aversive procedure must be able to carry out the procedure
as it ts written, Staff must be trained and exhibit proficiency as described below before administering
restraints. An employee’s ability fo implement a procedure must be documented in one of the following
ways:

- A program staff person may observe each employee in a role-piay situation in order to docurnent his or
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her ability to implement the procedure as writien.

- Supervisory personne! from the provider may provide documentation of emplovees’ ability to
mnplement & procedure if the following conditions are met: (i) the supervisor’s ability to implement the
procedure has been documented by & program staff person; (ii) the supervisor observes sach emploves
in a role play situation and documents the emplovee’s ability 1o implement the procedure; and (ii) the
provider maintains a fist of those empioyees who have been observed and are considered capable of
implementing the procedure. The list should specify the dates that an emplovee demonstrated
competency and the name of staff that certified the emploves.

- Implementation of a program to alter an individeal’s behaviors.

Restraints and behavioral intervention procsdures must be implemented by systematic program review.
1t must ensure that a member’s right to be free from aversive, mtrusive procedures is balanced against
the member’s interests in receiving services and treatment whenever a decision regarding the use of
aversive procedures is made. Any decision to mmplement a program 1o alter an member’s behavior must
be made by the interdisciplinary iears and the program must be described fully as a Behavioral
Intervention Program incorporated into the member’s service plan and the case manager, integraied
health home coordinator, or community-based case manager’s plan of care. In general, the Behavioral
Intervention Program must meet the foliowing minimum requirements:

- Show that previous atiempts 1o modify the maladaptive target behavior using less restrictive
procedures have not proven to be effective, or the situation is so serious that a restrictive procedure 13
immediately warranted.

- The proposed procedure is a reasonable response to the member’s maladaptive target behavior.

- Emphasize the development of the functional alternative behavior and positive approaches and positive
behavior infervention,

- Use the least restrictive intervention pessible.

- Ensure the heaith and safety of the individual and that abusive or demeaning intervention s expressly
prohibited.

- Be evalunaied and approved by the interdisciplinary team through guarterly reviews of specific data on
the progress and effectiveness of the procedures.

Documentationrecarding the-behavior program-must-include:

- A Restraint and Behavioral Intervention Program that is a part of the written mdnﬂduai service plan
developed by the member’s case manager, integraied health home coordinator, or community-based
case manager, and in the provider plan of care deveioped for the member.

- Approval by the member’s interdisciplinary team, with the written consent of the member’s parent if
the member is under eighteen vears of age, or the member’s legal guardian if one has been appointed by
the court.

- A written endorsement from & physician for any procedure that might affect the member’s bealth.

- A functional analysis that is defined as, and includes, the following components: (i) clear, measurable
description of the behavior to include frequency, duration, mniensity and severity of the behavior; (ii)
clear description of the need to alter the behavior; an assessment of the meaning of the behavior. which
inciudes the possibility that the behavior is an effort to communicate, the result of medical conditions or
environmental causes; or the result of other factors; (iii) description of the conditions that precede the
behavior in guestion; (iv} description of what appears io reinforce and maintain the behavior; and (v) a
clear and measurable procedure, which will be used to alter the behavior and develop the functional
alternative behavior.

- Documentation that the member, the guardian, and interdisciplinary tearn are fully aware of and
consent to the program in accordance with the interdisciplinary process.

- Documentation of all prior programs used to eliminate a maladaptive target behavior.

- Documentation of staff training.

Behavioral Intervention Programs shall be time limited and reviewed at least quarterfy. Restraints must
be considered on an individual basis after they are reviewed by the interdisciplinary teamn and entered
into the writien plar of care with specific time lines. All restraints are explained to the member and
their legal representative and agreed upon ahead of time.

Unauthorized use of resiraints would be detected via:

- Interviews with the member, their family and staff and case manager, integrated health home
coordinator, or community-based case manager;
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- through review of critical incident reports by DHS and member’s case manager, integraied health
home coordinator, or community-based case manager on & daily basis:

- DHS and case manager, iniegrated health home coordinator, or community-based case manager review
of writien documentation authored by provider staff;

- through the annual review activities associated with the provider Self-Assessment process;

-and by reports from any interestec party (complaints).

Reviews may include desk reviews where the department requests member’s records to be reviewed or
onsite where the department or department designee goes onsite {o review documentation. One hundred
percent of watver providers are reviewed at least once every five vears to ensure that the DHS policy for
each type of agency dentified restraint is observed and member rights are safeguarded. If it is found
that a waiver provider 1s not observing DHS policy or ensuring a member’s rights, adverse action is
taken by the IME, which may inchude sanction, termination, required corrective action, etc.

The member’s case manager, integrated health home coordinator, or community-based case manager is
responsible to monitor individual ptans of care including the use of restraints and behavioral
Interventions.

State Oversight Responsibility. Specify the Staie agency (or agencies) responsible for overseeing the
use of restraints and ensuring that State safeguards concerning their use are followed and how such
oversight s conducted and its frequency:

The first iime of responsibility for overseeing the use of restraimts and ensuring safeguards are in place 1s
the member’s case manager, integrated health home coordinator, or community based case

manager. The use of restraints must be assessed as needed and identified in the individual member's
service plan. The use of restraints would also require the development and impiementation of a
behavior plan and the plan would be included in the member’s service plan. The case manager,
integrated hrealth home coordinator, or community based case manager is responsible for mondtoring the
service plan to assure that supports and services in the service plan are being implemenied as identified
in the service plan. Any issues with the use of resraints would be addressed with the provider of service
and corrected as needed.

The Staie also contracts with the HCBS Quality Assurance and Technical Assistance Unit to oversee the
appropriateness, provider policies and procedures, and service plar components associated with
restraints. The Unit conducts periodic reviews of 100% of enrolled waiver service providers to ensure
that policies and procedures are consisteni with Staie and federal rule, regulations, and best

practices. Further, the Unit examines member files, and conducts targeted reviews based on complaints,
o ascertain whether restraints are appropriately incorporated inte the service plan, such that restraints
are only implemented as designated in the plan (who, what, when, where, why, and how). If the Unit
discovers that the provider is less than compliant, the provider is required to complete a corrective action
pian (CAP) and implement the CAP to 100% compiiance. If it is found that the circumstances are more
serious, recommendations are made to PS and possible sanctions (suspension, probation, fermination,
etc.} may apply.

All waiver service providers are required to submit major incident reports. Categories within the
incident report include inappropriate use of restraints. For fee-for-service members these reports are
entered mto IMP A, triggering milestones n 1SIS that alert case managers and integraied health home
coordinators, and prompting the HCBS Incident Reporting Spectalist to conduct a review of the
incident. it is found that the incident demands further investigation, the issue is passed to the Unit for
a targeted review. 1f the Unit discovers that the provider is less than compliant in: areas surrounding the
use of restraints, the provider is required to compleie a corrective action plan {(CAP) and implement the
CAP to 100% compliance. I it is found that the circumstances are more serious, recommendations are
made to PS and possible sanctions {suspension, probation. fermination, etc.) may apply.

The HCBS Quality Assurance and Technical Assistance Unit is also responsible for conducting IPES
mterviews with watver members. The IPES tool has been expanded based on the federal PES tool and
thought to capture a more comprehensive view of lowa's waiver population needs and issues. The IPES
tool incorporates the seven principles of the Quality Framework and is able to adjust based on the
member interviewed and service enrollment. HCBS Specialists conduct interviews either face-to-face or
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via telephone, at the discretion of the waiver member. All waiver members have the right to decline
interview. The results of these inkerviews are presented to the state on a quarterly basis,

Finally, the Unit compiles all data related to mcidents reported i IMPA associated with the
inappropriate use of restraints, as well as data from periodic and fargeied provider reviews conducted by
the Unit. Data is analyzed to identify trends and patterns and reported on a monthiv and quarterly basis
to DHS. Trends are used, along with those established in the monthly State QA Commitise, to guide the
dissemination of Informational Ietiers and revisions to State Administrative Rules.

MCO Community based case managers are responsible for monttoring service pians to assure that
suppotts and services in the service plap are being implemented as identified in the service plan. Any
1ssues with the use of restraints would be addressed with the provider of service and corrected as
needed. In addition, MCOs must identify and track critical incidents, regularly review the number and
types of meidents and findings from investigations, and develop and implement strategies to reduce the
occwrrence of critical incidents and improve the guality of care delivered to members. MCOs are
required to follow the process outlined at 441 Towa Administrative Code 77.25 (3) for reporting major
incidents. The State maintains ultimate oversight through the mechanisms identified in the submitted
amendment (i.e.. HCBS Quality Assurance and Technical Assistance Unit, critical incident review, sic.).

Appendix G: Participant Safegnards

Appendix G-2: Safegnards Concerning Restraints and Restrictive Interventions
IG] o RS
(& GF 3}

b, Use of Restrictive Interventions. (Selecr one/:

The State does not permit or prohibiis the use of restrictive interventions

Specify the State agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions
and how this oversight is conducted and its frequency:

H
'
i
i

% The use of restrictive interventions is permitied during the course of the delivery of waiver services
Complete Items G-2-b-1 and G-2-b-ii.

i. Safeguards Cencerning the Use of Restrictive Interventions. Specify the safeguards that the State has

in effect concerning the use of inverventions that restrict participant movernent, paricipant access to other
individuals, locations or activities, restrict parficipant rights or employ aversive methods (not including
resiraints or seclusion) to modify behavior. State laws, regulations, and policies referenced m the
specification are available to CMS upon request through the Medicaid agency or the operating agency.

FFS and MCO

A restrictive intervention is an action or procedure that Imposes a restriction of movement, that limits a
member’s movement, access 1o other individuals, locations or activities, or restricts & member’s

rights. 441-IAC 77.25(4) describes restrictive interventions as restrainis, restrictions and behavioral

nfervention.

The DHS policy regarding restrictive interventions 1s as follows, and applies to all types of restrictions
that may be used by walver providers. A restrictive intervention is an action or procedure that litnits a
member’s movement, access 10 other individuals, locations or activities, or restricts a member’s rights.
The use of any restrictive interventions as part of the watver program is treated as rights limitations of
the member receiving services. As a rights limitation, the resirictive interventions must be agreed to by
the interdisciplinary team and identified in the menober’s plan of care (441 Jowa Administrative Code
83.67(4)).

Per 441 lowa Administrative Code Chapter 77.25(4), providers “shall have m place a sysstem for the
review, approval, and implementation of ethical. safe, humane, and efficient behavioral intervention
procedures.” All members recelving home- and community-based habilitation services shall be afforded
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the protections imposed by these rules when any restraint, restriction, or behavioral mtervention is
mplemented.

a. The system shall include procedures to mform the member and the member’s legal guardian of the
restraint, restriction, and behavioral intervention poticy and procedures af the time of service approval
and as changes occur,

b. Restraint, restriction, and behavioral intervention shall be used only for reducing or eliminating
maladaptive target behaviors that are identified in the member’s restraint, restriction, or behavioral
intervention program.

¢. Restraint, restriction, and behavioral intervention procedures shall be designed and implemented only
for the benefit of the member and shall never be used as punishment, for the convenience of the staff, or
as a substitute for a nonaversive prograim.

& Restraint, restriction, and behavioral intervention programs shall be time-limited and shal! be
reviewed at least quarterly.

e. Corporal punishment and verbal or physical abuse are prohibited.”

These safegnards are the same regardisss of what restrictions are used. All restrictions must also be
consistent with the Children’s Health Act of 2000 and other applicable Federal laws. All members
served under an HCBS waiver service shall be afforded the protections imposed by these requirements.
Any provider contracting with DHS to provide waiver services must conduct 1ts activities in accordance
with these requirements. Restrictions mav be designed and implemenied only for the benefit of the
member and may never be used merely as punishment or for the convenience of the staff or as a
substituie for a non-aversive prograt.

The case manager, health home coordinator, of community-based case manager has the responsibility to
assess the need for the restrictive interventions, identify the specific restrictive intervention, explain why
the mtervention is being used, identify an intervention plan, monitor the use of the restrictive
mtervention, and assess and reassess need for continued use. The service plan authorizes the services io
be delivered to the member and identifies how they are to be provided. Without the authorization,
services cannot be provided to a metmber,

Providers are required to use the service plan as the basis for the development and implementation of the
providers’ treaiment plan. The provider is responsible for developing & plan to meet the needs of the
member and to train all staff on the implementation sirategies of the treatment plan, such that the
Interventions are individualized and in accordance with the previously devised plan. Providers and the
case manager, health home coordinator, or comumunity-based case manager are responsibie for
documenting all behavioral mterventions, including restrictive interventions, in the service plan as well
as the member’s response to the mtervention, Providers and case manager, health home coordinator, or
community-based case manager are also required fo submit critical incident reports to the BLTC care,
via the TMPA, any time a restrictive intervention is utilized.

Providers are required to maintain a system for the review, approval and implementation of ethical, safe,
humane and efficient behavioral intervention procedures, that inform the member and his/her legal
guardian of the behavioral intervention policy and procedures at the time of entry into a facility and as
changes occur. Non-aversive methods of mtervention must be designed and utilized as the option of first
use, prior to design or implementation of any behavioral inferveniion containing aversive fechmniques.

Behavioral intervention procedures may be designed and implemented only for the benefit of the
member and may never be used merely as punishment or for the convenience of the staff or as a
substitute for a nonaversive prograr. Behavioral intervention procedures may only be used for reducing
or eliminating maladaptive target behaviors that are identified in the member’s Behavioral Intervention
Program. Corporal punishment and verbal or physical abuse are prohibited. Restrictions may only be
used for reducing or eliminating maladaptive target behaviors that are identified in the member’s
Benavioral Intervention Program. For the purposes of decelerating maladaptive target behaviors a
Benavioral Intervention Program inchudes at least the following components:

- A clear objective description of the maladaptive target behavior io be reduced or elimmated.

- A clear objective description of the incompatible or aliernative appropriate response, which will be
reinforced.

- A list of restrictions and behavioral interventions utilized to teach replacement behaviors that serve the
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same behavioral function identified through & functionat analysis or review of the maladaptive target
behaviors. Restrictions and behavioral inferventions may only be utilized to teach renlacement behaviors
when non-aversive methods of positive support have been mmeffactive,

- A baseline measurement of the level of the target behavior before intervention.

Any provider emplovee who implements an aversive procedurs must be able to carry out the procedure
as it 1s written, A person’s ability to implement a procedure must be documented in one of the following
Ways:

- A program staff person may observe each person in a role-play situation in order to document his or
her ability 10 implement the procedure as written.

- Supervisory personnel from the provider may provide documentation of employees” ability to
impiement a procedure if the following conditions are met: (i) the supervisor’s ability to implement the
procedure has been documented by a program staff person; (ii) the supervisor observes each empioves
in & role play

situation and documents the emplovee’s ability to implement the procedurs; and (1ii) the provider
maintains a list of those employees who have been observed and are considered capable of
implementing the procedure. The list should specify the dates that an emplovee demonstrated
competency and the name of staff that certified the employee.

- Implementation of a program to alter an member’s bebaviors.

Restrictions and behavioral intervention procedures must be implemented by systematic program
review. It must ensure that a member’s right to be free from aversive, intrusive procedures 15 balanced
cainst the member’s interests in receiving services and reatment whensver a decision regarding the nse
of aversive procedures is made. Any decision te implement a program to alter & member’s behavior
must be made by the interdisciplinary team and the pregram must be described fully as a Behavieral
Intervention Program incorporated into the member’s service plan and the case manager, health home
coordinator, or commumity-based case manager’s pian of care. In general, the Behavioral Intervention
Program must meet the foliowing minimum reguirements:
- Show that previous atiempts to modify the maladaptive target behavior using less restriciive
procedures have not proven to be effective, or the situation is so senous that a restrictive procedurs is

Luuucd’latcé; warranied:

- The proposed procedure is a reasonabie response to the member’s maladaptive target behavior.

- Emphasize the development of the functional alternative behavior and positive approaches and positive
behavior intervention,

- Use the ieast restrictive intervention possible.

- Ensure the health and safety of the member and that abusive or demeaning interveniion is expressly
prohibited.

- Be evaluated and approved by the interdisciplinary team through quarterty reviews of specific data on
the progress and effectiveness of the procedures.

Documentation regarding the Behavioral Intervention Program must include:

- Approval by the member’s interdisciplinary team, with the written consent of the member’s parent if
the member is bnder eighteen vears of age, or the member’s legal guardian if one has been appomted by
the couwrt.

- A written endorsement from a physician for any procedure that might affect the member’s health.

- A functional analysis that is defined as, and includes, the following components:

(i) clear. measurable description of the behavior to include frequency, duration, intensity and severity of
the behavior;

{il) clear description: of the need to alter the behavior; an assessment of the meaning of the behavior,
which includes the possibility that the behavior is an effort to communicate, the result of medical
conditions or environmental causes; or the result of other factors;

(iii) description of the conditions that precede the behavior in question;

{iv) description of what appears to reinforce and maintain the behavior: and

{v) a clear and measurable procedure, which will be used to alter the behavior and develop the
functional alternative behavior.

- Documentation that the member, the guardian, and interdisciptinary team are fully aware of and
consent to the program in accordance with the interdisciplinary process.

- Documentation of all prior programs used to eliminate a maladaptive target behavior.

- Documentation of staff training.
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Behavioral Intervention Programs shal! be time limited and reviewed at least quariterly. Restrictions
must be considered on an individual basis after they are reviswed by the interdisciplinary team and
entered inte the written plan of care with specific time lines. All restrictions are explained to the member
and their legal representative and agreed upon abead of tme. Unauthorized use of reswictions would be
detected via interviews with the member, their family and staff and case manager, health home
coordinator, or commumity-based case manager, through review of critical incident reporis by DHS and
member’s case manager, health home coordinator, or community-based case manager on a daity basis;
DHS and case manager, health home coordinator, or community-based case manager review of writien
documentation authored by provider staff; through the annual review activities associated with the
provider Self-Assessment process: and by reports from any interested party {complaints).

Reviews may include desk reviews where the department requests member’s records io be reviewed or
onsite where the department or department designee goes onsite to review documentation. One hundred
percemt of waiver providers are reviewed at least once every five yvears to ensure that the DHS policy for
each type of agency identified restriction is observed and member rights are safeguarded. If it 1s found
that a waiver provider is not observing DHS policy or ensuring 4 member’s rights, adverse action is
taken by the IME, which may include sanction, terinination, required corrective action, etc.

The HCBS Quality Assurance and Technical Assistance Unit is also responsible for conducting [PES
interviews with waiver members. The IPES tool has been expanded based on the federal PES ool and
thouvght 1o capture a more comprehensive view of lowa's waiver population needs and 1ssues. The IPES
00! incorporates the seven principles of the Quality Framework and 15 able to adjust based on the
member interviewed and service enroliment. HCBS Specialists conduct interviews either face-to-face or
via telephone, to the discretion of the waiver member. All waiver members have the right to deciine
interview. The results of these mterviews are presented to the state on & quarterty basis.

The member’s case manager, health home coordinator, or community-based case manager, is
responsibie fo monitor individual plans of care including the use of restrictions and behavioral
interveniions, ‘

i

State Oversight Responsibility, Specify the Staie agency (or agencies) responsible for monrionng and
overseeing the use of restrictive interventions and how this oversight 1s conducted and its frequency:

A restrictive intervention is an action or procedure that imposes a restriction of novement. that limits a
participant’s movement, access to other individuals, Jocations or activities, or restricts a participant’s
rights, 441-IAC 77.25(4) describes restrictive interventions as restraints, restrictions and behavioral
intervention. Per the description of resirictive interventions noted in the application (G-2-b-)above,
lowa will need to review its inclusion of restraint as a restrictive mtervention.

The first line of responsibility for overseeing the use of restrictive interventions and ensuring safeguards
are in place is the member's case manager, integrated health home care coordinator, or community based
case manager. The use of restrictive interventions must be assessed as needed and identified in the
individual member’s service plan. The use of restrictions would aiso require the development and
implementation of a restrictive intervention plan and the plan would be included in the participant’s
service plan. The member's case manager, integrated heaith home care coordinator, or community based
case manager is responsible for monitoring the service plan to assure that sapports and services in the
service plan are being implemented as identified in the service plan. Any issues with the use of
restrictive interventions would be addressed with the provider of service and corrected as needed.

The State coniracts with the HCBS Quality Assurance and Techmical Assistance Unit to oversee the
appropriateness, provider policies and procedures, and service plan components associated with
restrictions. The Unit conduets periodic reviews of 100% of enrolled walver service providers to ensure
that policies and procedures are consistent with State and federal rule, regulations, and best

practices. Further. the Unit examines member files, and conducts targeted reviews based on complaints.
to ascertaln whether restrictions are appropriately incorporated into the serviee plan. such that
resirictions are only implemented as designated in the plan (who, what, when, where. why, and how). If
the Unir discovers that the provider is less than compliant, the provider is required to complete a
corrective action plan (CAP) and implement the CAP 1o 100% compliance. 1f it is found that the
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circurpsiances are more serious, recommendations are made to PS and possible sanctions (suspension.,
probation, termination, efc.} may apply.

Al waiver service providers, regardless if serving FFS or MCO members, are required to submif major
mmcidem reports, Categories within the incident report include inappropriate use of restrictions.

FFS

For FFS members, protvder reports of restrictive interventions are entered into IMPA, which rigger
milestones in ISIS for fee-for-service members. These wiggers alert case managers and integrated health
home care coordinators, and prompt the IME HCBS Incident Reporting Specialist to conduct a review
of the resirictive intervention, If it is found that the resirictive intervention demands further
mvestigation, the issue is passed to the HCBS Unit for a targeted review. If the Unit discovers that the
provider is less than compliant in areas surrounding the use of restrictions, the provider 1s required to
complete a corrective action plan (CAP) and implement the CAP to 100% compliance. Il 1t 15 found that
the circumstances are more serious, recommendations are made to the IME Program Integrity Unit for
possible sanctions that may apply.

MCO

For MCO members, provider reports are entered info the designated MCO critical incident reporting
system. In the MCO system and processes, MCO CBCMs are alerted along with the MCO Critical
Incident Reporting Specialist to conduct a review of the restrictive Intervention. Processes for targered
review, provider corrective actions and Pl referral, if warranied, are followed as discussed in the FPS
PrOcess.

IPES INTERVIEWS
The HCBS Quality Assurance Unit is alsc responsible for conducting IPES interviews for FFS
members, The MCOs conducts the same IPES nterviews for MCO members. The IPES tool has been
expanded based on the federal PES tool and thovght fo capture 2 more comprehensive view of lowa's
walver population needs and issues. The IPES tool incorporates the seven principles of the Quality
Framework and is able to adjust based on the individual mterviewed and service enrolliment, IPES

- interviews-are-conducted-either face-to-face-or via-telephone-at-the-discretion-of the walver member--All

walver members have the right to decline an nterview. The results of these interviews are presented to
the state on a quarierly basis.

Finally, the HCBS Unit compiles all data related to incidents assoclated with the mappropriate use of
restrictions, as well as data from periodic and targeted provider reviews. Data s analyzed to identify
trends and patterns and reported on 2 monthly and quarterly basis to DHS. Trends are used, along with
those established in the monthly Staie QA Committes, to guide the dissemination of Informational
Letters and revisions to Staie Adminisirative Rules.

MCO Community based case managers are responsible for monitoring service plans to assure that
supports and services in the service plan are being implemented as identified in the service plan. Any
issues with the use of restrictive mterventions would be addressed with the provider of service and
corrected a5 needed. In addition, MCOs must identify and track critical incidents, regularly review the
number and types of incidents and findings from investigations, and develop and implement sfrategies to
reduce the ocewrrence of critical incidents and improve the qualify of care delivered to members. MCOs
are required 1o follow the process outlined at 441 Iowa Admnistrative Code 77.25 (3) for reporting
major incidents. The State maintains ultimate oversight through the mechanisms identified in the
submitted amendment {i.e.. HCBS Quality Assurance and Technical Assistance Unit, critical mcident
review, ete.}.

Appendix G: Participant Safeguards
Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions
(3of3)

¢. Use of Seclusion. (Select onej: (This section will be blank for waivers submitied before Appendix G-Z-c was added 1o
WAMS in March 2014, and responses jor seclusion will display in Appendix G-2-0 combined with information on
restraings.
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The State does not permit or prohibits the use of seclusion

Specify the State agency (or agencies) vesponsible for detecting the unauthorized use of seclusion and how this
oversight 15 conducted and its frequency:

]
|
]
i

‘& The use of seclusion is permitted during the course of the delivery of waiver services. Complete Items G-2-
c-1 and G-2-c-1l.

i. Safeguards Concerning the Use of Seclhusion. Specify the safeguards that the State has established
concerning the use of each type of seclusion. State iaws, regulations, and policies that are referenced are
available to CMS upon request through the Medicaid agency or the operating agency (if applicable}.

The DHS policy regarding seclusion is as follows, and applies to all types of seclusions that may be used
by watver providers. regardless of delivery system (i.e.. FFS or MCO) Examples of seclusion include
but are not imited to locking an member m a room, locking an member out of an area of their residence,
or limiting community time. All incidents of seclusion must be documented in the member's service
record and reporied to the IME as a critical incident. As a rights limitation, the seclusion procedures
must be agreed to by the interdisciplinary team and identified in the member’s plan of care (441 lowa
Administrative Code Chapter 83), All incidents of seclusion must be documented in a member’s file and
reported as a critical mcident.

Der 441 Jowa Administrative Code Chapter 77.25(4), providers “shall have in piace a sysiem for the
review, approval, and implementation of ethical, safe, humane, and efficient behavioral intervention
procedures." All members receiving home- and community-based habititation services shall be afiorded
the protections imposed by these rules when any restraint. restriction, or behavioral mtervention 1s
implemented.

a. The system shall include procedures to inform the member and the member’s legal guardian of the

restramt, resiriciion. and behavioral infervention policy and procedures af the tume of service approval
and as changes occur.

b. Restraint, restriction, and behavioral intervention shall be used onby for reducing or eiiminating
maladaptive target behaviors that are identified i the member’s restraint, restriction, or behavioral
intervention programi.

¢. Restraint, restriction, and behavioral intervention procedures shall be designed and implemenied onty
for the benefit of the member and shall never be used as punishment, for the convenience of the staff, or
as a substituie for z nonaversive program.

d. Restraint, restriction, and behavioral intervention programs shall be time-hmited and shali be
reviewad at least quarterly.

&, Corporal punishment and verbal or phrysical abuse are prohibited.”

The same standard 1s used for seclusion as a restrictive intervention. All seclusions must also be
congistent with the Children’s Health Act of 2000 and other appiicable Federal laws. All members
served under an HCBS waiver service shall be afforded the protections imposed by these

requirements. Any provider contracting with DHS to provide waiver services must conduct its activities
in accordance with these requirements. Seclusion procedures may be designed and implemented only
for the benefit of the member and may never be used merely as punishment or for the convenience of the
staff or as a substifuie for a non-aversive program.

Seclusion may be allowed depending on the provider's agency policy to ensure that there is an
accompanying behavioral intervention plan, documentation of each instance, and monitoring of its use.
Seclusion can be considered on an individual basis after the interdisciplinary team reviews them, and are
entered into the written plan of care with specific time lines. {f 2 member were placed in a clesed room,
the time frame would need to be determined on an individual basis and spelled out in the service plan.
The provider would need to document the use of this seclusion in the member’s service file each time it
was utilized by staff. The provider would be required to have a written policy approved by DHS on the
supervision and rmonitoring of members placed in & closed room, such as monitoring on 2 fifteen minute
basis to assure the health and welfare of the member.
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Seclusion procedures may onty be used for reducing or elmminating maladaptive target behaviors that are
identified in the member’s Behavioral Intervention Program. For the purposes of decelerating
matadaptive target behaviors a Behavioral Intervention Program includes at least the following
CONEpONENts:

- A clear objective description of the maladapirve target behavior te be rednced or eliminated.

- A clear objective description of the incompatible or alternative appropriate response. which will be
reinforced.

- A Dist of sectusions and behavioral interventions utilized to teach replacement behaviors that serve the
same behavioral function identified through a functional analysis or review of the maladaptive target
behaviors. Seclusions and behavioral interventions may only be utilized to teach replacerent behaviors
when non-aversive methods of positive support have been ineffective.

- A baseline measurement of the jevel of the target behavior before intervention.

Any provider emplovee who implements an aversive procedure must be able to carry out the procedure
as If is written, A person’s ability to implement a procedure must be documented in one of the following
ways:

- A program staff person may observe each person in a role-play siuation in order to document his or
her ability to implement the procedure as written.

- Supervisory personnel from the provider may provide documentation of emplovees” ability to
implement a procedure if the following conditions are met: {

1) the supervisor’s ability to implement the procedure has been documented by a program staff person:
i) the supervisor observes cach emplovee in a role play situation and documents the employee’s ability
1o implement the procedure; and

(it} the provider maintains a list of those employees who have been observed and are considered
capable of implementing the procedure. The list should specify the dates that an emplioyee demonstrated
competency and the name of staff that certified the employee.

- Implementation of a program to alter an individual’s behawviors.

Seclusion and behavioral intervention procedures must be implemented by systernatic program review.
It tnust ensure that a member’s right to be free from aversive, wtrasive procedures is balanced against

the member’s interests in receiving services and treatment whenever a decision regarding the use of
aversive procedures is made. Any decision to implement a program to alter an member’s behavior must
be made by the interdisciplinary team and the program must be described fully as a Behavioral
Iniervention Program incorporated into the member service plan and the case manager, health home
coordinator, or community-based case manager’s ptan of care. In general, the Behavioral Intervention
Program must meet the following minimum requirements.

- Show that previous attempts to modify the maladaptive target behavior using less restrictive
procedures have not proven fo be effective, or the situation is so serious that a restrictive procedure is
mumediately warranted.

- The proposed procedure is a reasonable response to the person’s maladaptive target behavior.

- Emphasize the development of the functional alternative behavior and positive approaches and paositive
behavior intervention.

- Use the least restrictive intervention possible.

- Ensure the health and safety of the individual and that abusive or demeaning intervention is expressly
prohibited.

- Be evaluated and approved by the interdisciplinary team through quarterly reviews of specific data on
the progress and effectiveness of the procedures.

Documentation regarding the behavior program must include:

- Approval by the member’s interdisciplinary team. with the wriiten consent of the member’s parent if
the member is under eighteen vears of age, or the member’s legal guardian if one has been appointed by
the court.

- A written endorsement from a phvsician for any procedure that might affect the member’s health.

- A functional analysis that is defined as and includes the following components:

{1) clear, measurable description of the behavior to include frequency, duration, intensity and severity of
the behavior;

{ii} clear description of the need to alter the behavior; an assessment of the meaning of the behavior.
which includes the possibility that the behavior is an effort to communicate, the result of medical
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1i.

conditions or environmental causes; or the result of other faciors;

(iii) description of the conditions that precede the behavior in question:

iv) description of what appears to reinforce and maintam the behavior; and

v) a clear and measurable procedure, which will be used to alter the behavior and develop the functional
aliermative behavior.

- Documentation that the member, the guardian, and interdisciplinary team are fully aware of and
consent to the program in accordance with the interdisciplinary process.

- Documentation of all prior programs used to eliminate a maladaptive target behavior.

- Documentation of staff training.

Behavioral Intervention Programs shall be time Iimited and reviewed at least quarterly. Seclusions must
be considered on an individual basis after they are reviewed by the interdisciplinary team and eniered
into the written plan of care with specific time lines. All seclusions are explained to the member and
their legal representative and agreed upon ahead of time.

Unauthorized use of seclusion would be detected via interviews with the member, their family and staff
and case manager, health home coordinator, or community-based case manager; through review of
critical incident reports by DHS and member’s case manager, health home coordinator. or community-
based case manager on a dailv basis; DHS and case manager, health home coordinator. or community-
based case manager review of written documentation authored by provider staff; through the annual
review activities associated with the provider Self-Assessment process; and by reports from any
interested party (complaints). Reviews may include desk reviews where the department requests
member’s records to be reviewed or onsite where the department or department designee goes onsite o
review documentation. One hundred percent of waiver providers are reviewed at least once every five
vears to ensure that the DHS policy for each type of agency identified seclusion is observed and member
rights are safeguarded. If it 1s found that a waiver provider is not observing IDHS policy or ensuring a
member’s rights, adverse action is taken by the IME, which may include sanction, termination, required
corrective action, etc.

The member’s case manager, health home coordinator, or community-based case manager, is
responsible to-monitor-individuat plans of care including the-use of seclusion-and behavioral
interventions.

State Oversight Responsibility. Specify the State agency (or agencies) responsible for overseeing the
use of seclusion and ensuring that State safeguards concerning their use are followed and how such
oversight is conducted and its frequency:

The first line of responsibility for overseeing the use of seclusion and ensuring safegnards are in place is
the member’s case manager, health home coordinator, or community based case manager. The use of
seclusion must be assessed as needed and identified in the individual member’s service plan. The use of
seclusion would also require the development and implementation of a behavior plan and the plan would
be included in the member’s service plan. The case manager, health home coordinator, or community
based case manager is responsible for monitoring the service plan to assure that supports and services in
the service pian are being implemented as identified in the service plan. Any issues with the use of
seclusion would be addressed with the provider of service and correcied as needed.

The State contracts with the HCBS Quality Assurance and Technical Assistance Unit to oversee the
appropriateness, provider policies and procedures. and service plan components associated with
seclusion. The Unit conducts periodic reviews of 100% of enrolled waiver service providers to ensure
that policies and procedures are consistent with State and federal rule, regulations, and best practices.
Further, the Unit examines member files, and conducts targeted reviews based on complaints. to
ascertain whether seclusion is appropriately incorporated into the service plan. such that seclusion is
only implemented as designated in the plan (who, what. when, where, why, and how). If the Unit
discovers that the provider is less than compliant. the provider is required to complete a corrective action
plan (CAP) and implement the CAP to 100% compliance. If it is found that the circumstances are more
serious, recommendations are made to PS and possible sanctions (suspension, probation, termination,
efc.) may apply.

All waiver service providers are required to submit major incident reports. Categories within the
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incident report include inappropriate use of seclusion. These reports are entered into IMP A, trigger
milestones in ISIS for fee-for-service members that alert case managers, health home coordinators and
prompt the HCBS Incident Reporting Specialist to conduct a review of the incident. If it is found that the
mcident demands further investigation, the issue is passed to the Unit for a targeted review. 1f the Unit
discovers that the provider is less than compliant in areas surrounding the use of seciusion, the provider
1s required to complete a corrective action plan (CAP) and implement the CAP to 100% compliance. if
it is found that the circumstances are more serious, recommendations are made to PS and possibie
sanctions (suspension, probation, termination, etc.) may apply.

The HCBS Qualiry Assurance and Technical Assistance Unit is also responsible for conducting [IPES
interviews with walver members. The [PES tool has been expanded based on the federal PES tool and
thought 1o capture a more comprehensive view of lowa's waiver population needs and issues. The IPES
tool incorporates the seven principles of the Quality Framework and is able to adjust based on the
member interviewed and service enroliment. HCBS Specialists conduct interviews either face-to-face or
via ielephone, to the discretion of the watver member. All waiver members have the right to deciime
interview. The results of these inierviews are presented to the state on a quarterly basis.

Finally, the Unit compiles all data related to incidents reporied in IMPA associated with the
imappropriate use of seclusion, as well as data from periodic and targeted provider reviews coenducted by
the Unit. Data is analyzed to identify rends and patterns and reported on a monthly and guarterty basis
to DHS. Trends are used, along with those sstablished in the monthly State QA Comenittee, to guide the
dissemination of Informational Letiers and revisions ic State Admintstraitve Rules.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Admiristration (1of2)

This Appendix must be compleied when waiver services are furnished to participants who are served in licensed or
unlicensed living arrangements where a provider has round-the-clock responsibility for the health and welfare of residents.
The Appendix does not need to be completed when waiver participants are served exclusively in their own personal
residences or in the home of a family member.

a. Applicability. Select one:

Na. This Appendix is not applicable (do not complete the remaining ifems)
‘& Yes. This Appendix applies (complete the remaining items)

b. Medication Management and Fellow-Up

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring participant
medication regimens, the methods for conducting monitoring, and the frequency of monitoring.

The case manager, health home coordinator. or community-based case manager, and any provider
responsible for medication administration must monitor the documentation of medicanon administration to
ensure adherence to the service plan and provider policies and procedure. The provider agency frequently
and routinety monitors as outlined iv their policies and procedures, and guality improvement plans. Provider
agencies are expected to review medication administration on a daily basis to ensure health and welfare of
member as well as perform quality assurance on a timeframe identified by the agency (most often

monthlv). The case manager, health home coordinator, or community-based case manager also monitor
during the annual service plan deveiopment. MCO community-based case managers monitor the
documentation of medication administration to ensure adherence 1o the service plan and provider policies and
procedures.

Montioring includes review of the service documentation to ensure that medications have been administered
at the designated times and by designated individuals. Further monitoring occurs through the report of major
incidents whenever a medication error results in physicians’ treatment, mental health intervention, law
enforcement intervention, death, or elopement. When a major incident has occurred. follow-up, investigation,
and remediation occurs as identified in G.1.d. All medication errors resulting in a major m¢ident report or
discovered via comptlaint are fully investigated. If it is determined that a harmful practice has been detected,
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the provider agency completes a corrective action plan and may face sanctions depending on severity and
negligence of the circumstance.

The Lowa Medicaid program has actively managed Medicaid pbarmacy benefits through a Preferred Drug
List (PDL) since 2005. A governor appointed medical assistance pharmaceutical and therapeutics (P&T)
committee was established for the purpese of developing and providing ongoing review of the PDL. The
prior authorization department of the IME MSU utilizes the PDL to review medication management, First
iine responsibility Ties with the prescriber who is contacted by fax or telephone regarding a preseription.
Pharmacists review patient profiles for proper diagnosis, dosage strength and length of therapy.

The DHS Member Services Unit has established procedures to monitor Medicaid members” prescribing
physicians and phammacies. Analysis has established risk thresholds for these factors to mitigate possibie
abuse, harmful drag reactions, and to improve the ouicomes of medication regimes for Medicaid

members. When it is identified that members exceed the established risk thresholds, the member is placed in
lock-in. Lock-in establishes one prescribing physician and one filling pharmacy for each member. The
Member Services Unit also conducts statistical analysts of the use of certain drugs and nsage

patterns. Identification of trends for prescriptions and usage patterns of high risk or addictive medications is
presented to DILS on a monthiy or quarterly basis.

Second-line monitoring is conducted concerning the use of behavior modifying medications through a variety
of mechanisms. First, member education 18 designed to ensure appropriate utilization (correcting
overutilization and vnderutilization), at a minimum, and to improve adherence. Second, restriction programs,
including policies, procedures, and criteria for establishing the need for the lock-in, may also be
implemented. Finally, medication therapy management programs are developed to identify and target
members who would wost benefit, and inclade coordination between the participant, the pharmacist and the
prescriber using various means of communication and education.

The Drug Utilization Review (DUR) Comumission is a quality assurance body, which seeks to improve the

quality of pharmacy services and ensure rational, cost-effective medication therapy for Medicaid members in

lowa. The commission reviews policy 1ssues and provides suggestions on prospective DUR crtierta, prior
—authorization guidelines - OFC coverageand-plan-desten-tssues-The- DUR-system-provides for the-evaluation

of individual member profiles by a qualified professional group of physicians and pharmacists, with expertise
in the clinically appropriate prescribing of covered outpatient drugs, the clinicaliy appropriate dispensing and
monitoring of outpatient drugs, drug use review, evaluations and intervention, and medical quality assurance,
Members of this group also have the knowledge, ability. and expertise to target and analyze therapeufic
appropriateness, inappropriate long-term use of medication, overuse/underuse/abuse/polypharmacy, lack of
generic use, drug-drug interactions, drug-disease contraindications, therapeutic duphications, therapeutic
benefit issues, and cost-effective drug strengths and dosage forms. In addition, the IME MSU reviews
Medicaid member records to ensure that the member had a diagnosis or rational documented for each
medication taken,

The Department of Inspections and Appeals (DIA) is responsibie for Medicaid member’s medication regimes
for waiver members served in an RCF/ID. All medical regimes are included in the member’s record.
Medications administered by the facility are recorded on a medical record by the individnal who administers
medication. All RCFADs are licensed facilities and must meet all Department of Inspections Admintstrative
Rules to obtain an anmually renewable license. Medical records are reviewed during licensure renewal.
Persons administrating medication must be a licensed nurse or physician or have successfully completed a
department approved medication aide course. If the provider stores. handles, prescribes. dispenses, or
administers prescription or over the counter medications the provider is required to develop procedures for
the storage, handling, prescribing, dispensing, or administration of medication. For controlied substances,
providers must maintain DIA procedures. If the provider has a physician on staff or under confract, the
physician must review and document the provider's prescribed medication regime at least annually in
accordance with current medical practice. Policies and procedures must be developed in written form by the
provider for the dispensing, storage, and recording of all prescription and nonprescription medications
administered, monitoring medications requiring close supervision because of fluctuanng physical or
psychological conditions, including antibypertensive, digitalis preparations, mood-altering or psychotropic
drugs, or narcotics. Policies and procedures are reviewed by the HCBS Specialists for compliance with state
and federal regulations. If deficiencies are found, the provider is required to submit a corrective action, and
follow-up surveys may be conducted based on the severity of the deficiency.
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il. Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the State uses to ensure that
participant medications are managed appropriately, including: (a} the identification of potentially harmful
practices {e.g., the concurrent use of contraindicated medications); (b) the method(s) for following up o
potentially harmful practices; and. (c) the State agency (or agencies) that is responsible for follow-up and
oversight.

Second line responsibility is utilized when 1ssues are more complex. Occurrences of igh dosage use for
certain medications or prescribing drups for an age group wheye the drug is not FDA indicated are sent to
DHS-IME for review. In some cases edits have been placed in the computer sysiem so the prescriber could
not prescribe for age groups not indicated.

Lock-In: Trending and analysis has been conducted by the MSU and “lock-in” strategies have been
implemented for members who have, historically, multipie prescribers and pharmacies. [dentification of these
members allows the Medicaid payment of only one prescribing physician and one pharmacy. This allows for
increased monitoring of appropriate medication management and mitigates the risk associated with
pharmacological abuses and negative confraindications.

Drug Utilization Review (DUR) Comumission: The DUR is a second iine monitoring process with oversight
by DHS. The DUR system includes a process of provider intervention that promotes quality assurance of
care, patient safety, provider education, cost effectiveness and positive provider relations. Letiers to providers
ceperated as a result of the professional evaluation process identify concerns about medication regimens and
specific patients. At least one lowa licensed phammacist 1s available ic reply m writing to questions submitied
by providers regarding provider correspondence, to communicate by telephone with providers as necessary
and to coordinate face-to-face interventions as determined by the DIUR.

The Department of Inspections and Appeals (DIA): This DIA is responsibie for oversight of licensed
facilities. DIA communicates all findings to DIS and any issues identified during the RCF/ID licensure
process, or critical incidents as they arise. The DIA tracks informatior and provides training as necessary 10
improve quality. This information is alse shared with DHS. Both the DIA and DHS follow-up with identified
RCF/IDs 1o assure that action steps have been inade to ensure potential harmful practices do not recccur.

HCBS Quality Assurance Unit: DHS contracts with the Unit to oversee the appropriateness, provider policies
and procedures. and service plan components associated with medication management. The Unit conducts
periodic eviews of 100% of enrolled waiver service providers to ensure that policies and procedures are
consistent with State and federal rule, regulations, and best practices. Further, the Unit examines member
files, and conducts targeted reviews based on complaints, fo ascertain whether medications are appropriately
incorporated into the service plan. 1f the Unit discovers that the provider is less than compliant, the provider
is required to complete a corrective action plan (CAP) and implement the CAP to 100% compliance. If it is
found that the circumstances are more serious, recommendations are made to PS and possible sanctions
(suspension, probation, termination, eic.} may apply.

With respect io MCO members, community based case managers are responsible for monitoring service
plans to assure that supports and services in the service plan are being mmplemented as identified in the
service plan. Any issues with the use of medication would be addressed with the provider of service and
corrected as needed. In addition, MCOs must maintain documentation of the mernber’s medication
management done by the MCOs clinical staff; monitor the prescribing patterns of network prescribers to
improve the guality of care coordination services provided to members through strategies such as: {(a)
identifying medication utilization that deviates from current clinical practice guidelnes; (b) identifying
members whose utilization of controlled substances warrants intervention; (¢) providing education, support
and technical assistance t¢ providers; and (d) monitor the prescribing patterns of psychotropic medication to
children, mcluding children in foster care, Finally, MCOs must identify and track critical incidents, regularly
review the number and types of incidents and findings from investigations. and develop and implersent
strategies to reduce the occurrence of critical incidents and improve the quality of care delivered to members.
MCOs are required to Tollow the process outlined at 441 lowa Administrative Code 77.25 (3) for reporting
major incidents. The State maintains ultimate oversight through the mechanisms identified m the submitted
amendment (i.e., HCBS Quality Assurance and Technical Assistance Unit, critical incident review, efc.}.

All waiver service providers are required to submit major incident reports. Categories within the incident
report include medication errors. These reports are entered into IMPA, trigger milestones in ISIS for fee-for-
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service members that alert case managers and health home coordinators, and prompt the HCBS Incident
Reporting Specialist to conduct a review of the incident. If it is found that the mcident demands further
investigation, the issue is passed to the Unir for a targeted review. If the Unit discovers that the provider is
less than compliant in areas surrounding medication management, the provider is required to complete a
corrective action plan {CAP) and implement the CAP to 100% compliance. If it is found that the
circumstances are more serious, recommeandations are made to P8 and possible sanctions (suspension,
probation, termination, gtc.) may apply,

The Unit compiles all data related to incidents reported in IMPA associated with the inappropriate use of
medication, as well as data from periodic and targeted provider reviews conducted by the Unit. Data is
analyzed to rdentify trends and patterns and reported on a monthly and quarierly basis to DHS. Trends are
used, along with those established in the monthly State QA Commitice, to guide the dissemination of
Informational Letters and revisions to State Administraiive Rules.

Appendix G: Participant Safegunards

Appendix G-3: Medication Management and Administration (2 of2)

c. Medication Administration by Waiver Providers

i. Provider Administration of Medications. Selecr one:

Not applicable. (do nof complere the remaining items)

'€ Waiver providers are responsible for the administration of medications to waiver participants who
cannot self-administer and/or have responsibility to oversee participant self-administration of
medications. {compleie the remaining items)

ii. State Policy. Summarize the State policies that apply to the administration of medications by waiver providers
or watver provider responsibitities when participants self-administer medications, including (if applicable)
policies concerning medication administration by non-medical waiver provider personnel. State laws,
resulations;-and-policies-referenced-in-the-specification-are-available to-CMS3.upon-request-through the.
Medicaid agency or the operating agency (if applicable).

“Procedures shall be developed for the dispensing, siorage, authorization, and recording of all prescription
and nonprescription medications administered. Horme health agencies must follow Medicare regulations for
medication dispensing. All medications shall be stored in their ortginal containers, with the accompanying
physician’s or pharmacist’s directions and label intact. Medications shall be stored so they are maccessible to
consumers and the public. Nonprescription medications shall be Jabeled with the consumer’s name. In the
case of medications that are admintstered on an ongoing, long-term basis, authorization shall be obtained for
a period not to exceed the duration of the prescription.”

Providers are reguired to have staff trained on medication administration and provide safe oversight of
medication administration. The State does not require specific medication administration curnculum to be
used. Providers are responsible to assure that staff has the skills needed to administer medications

safely. There are ne uniform requirements m the lowa Adminisgative Code for the provision of medication
administration or for the self-administration of medications by Medicaid members.

The Provider Seli-Assessment quality improvement process requires providers to have a policy and
procadure for the storage and provision of medication. This process requires 2 more uniform approach for
the provider in the requirements for medication management. The Provider Self-Agsessment review
checklist used by the HCBS Specialist to review providers identifies the following minimum standards that
the medication policy will identify:

- The provider’s role in the management and/or administration of medications

- | staff administers medications, the pohey will identify the: (1) training provided to staff prior to the
administration of medications; {2) method of documenting the administration of medications; (3} storage of
medicartions; (4) the assessment process used to determine the Medicaid member’s role in the administration
of medications.
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The provider Self-Assessment process also requires providers to have discovery, remediation and
improvement processes for medication administration. The information and results of these activities 1s
available to DHS upon request. Currently the self-assessment process 1s not set forth in the lowa
Administrative Code.

Home Health agencies that provide waiver services must follow Medicare regulations for medication
administration and dispensing. All medications must be stored In their original containers with the
accompanying physician's or pharmacist’s directions and abel intact. Medications shall be stored so thev are
inaccessible to Medicaid members and the public. Nonpreseription medications shall be labeled with the
Medicaid member's name. In the case of medications that are administered on an ongoing long-term basis,
authorization shall be obtained for a period not to exceed the duration of the prescription. Al providers of
respite must develop policies that assure that personne! that administer medications have the appropriate
skills and that there is oversight by medical personnel.

Provider non-medical waiver staff that adminisiers medications must have oversight of a licensed nurse. If
the medication requires, the staff is required to complete a medication management course through a
community college,

The requirements for non-medical waiver providers must have in order to admmister medications 1o
Medicald members who cannot self-administer 1s that the provider must have a writter policy in place on
what the requirements are for their staff to de this and how, If the medications are psychiatne medications
the person would have to have successfully completed a medication aide class. Oversight for a staff member
who administers medications that require oversight such as in the case of psychiatric medications would need
to Tollow the requirements as spelled out through the Board of Nursing such as having oversight by a
registered nurse. The HUCBS Specialists through IME would oversee this policy upon regular reviews of the
provider.

State oversight responsibility is described in Appendix H for the moniforing methods that include
identification of problems in provider performance and support follow-up remediation actions and quality
improvement activities,

iii. Medication Error Reporting. Selecr one of the following.

‘& Providers that are responsible for medication administration are required to both record and
report medicatior ervors te a State agency (or agencies).
Complete the following three items:

(a) Specify State agency (or agencies) to which errors are reported:

Providers are required 1o complete incidents reports for all occurrences meesting the criteria for major
and minor incidents and make the incident reports and related documentation available to DHS upon
request. Major incidents must be reported to the BLTC via IMPA. Providers must ensure cooperation
in providing pertinent information regarding incidents as requested by DHS.

As part of the major incident reporting process described in Appendix G-1, DHS will review and foflow-
up on all medication errors that lead to a member hospitalization or death, This can include the wrong
dosage, the wrong medication delivered, medication delivered at the wrong time, Medicaid delivery not
documented, unauthorized administration: of medication, or missed dosags. Providers are required to
submit all medication errors, whether major or minor, to the member's case manager, health home
coordinator, or community-based case manager when they occur. The case manager, health home
coordinator, or community-based case manager monitors the errors and makes changes o the member's
service plan as needed to assure the health and safety of the member.

The Provider Self-Assessment quality improvement process requires providers to have a policy and
procedure regarding medication administration and medication management. The Provider Self-
Assessment process also requires that providers have discovery, remediation, and Improvemment
processes for medication administration and medication errors. Specifically, providers are reguired o
have ongoing review of medication management and administration to ensure that medications are
managed and administered appropriately. Providers are also required to track and trend all medication
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errors to assure all medication errors are reviewed and improvements made based on review of the
medication error data. The information and results of these activities is made available to DHS upon
reguest and wili be reviewed as part of the ongoing Self-Assessment procsss conducted by the HCBS
Specialists. This will include random sampling of providers, incident spacific review (complaint and IR
follow up) and on-site provider review held every five years. DHS is in the process of promulgating
rules to establish the Provider Self-Assessment guality improvement process in the Administrative
Code.

Other professionals or family members may report medication error incidents at any time as a
complaint, Suspected abuse is reported to the reporting hothne operated by the Department of Human
Services.

{b) Specify the types of medication errors that providers are required 1o record:

Providers must track and trend all major and minor incident reports. Per Chapter 441 Towa
Adminisrative Code 77.25(1}, “major incidents” are defined as an occurrence involving a participant
during service provision that: (1) results in a physical mjury fo or by the participant that requires a
phvsician’s treatment or admission ¢ a hospital; (2) results In the death of any person; {3) requires
emergency mental health treatment for the participant; (4) requires the intervention of law enforcement;
{3) requires a report of child abuse pursuant to iowa Code section 232.69 or a report of dependent adult
abuse pursuant to lowa Code section 235B.3; (6} constitutes a prescription medication error or a paitern
of medication errors that leads to the outcome n paragraph “1,” “27 or 3", or (7) involves a
participant’s location being unknown by provider staff who are assigned protective oversight. Service
providers, provider staff, DHS TCM, MCO CBCM, health home coordinators, and community-based
case managers are required to submit incident reports as they are wimessed or discovered. All major
mcidents must be reported within 48 hours of withessing or discovering an incident has occurred, using
the IME’'s lowa Medicaid Portal Access (IMPA} System. Suspected abuse may be reporied to the
statewide abuse reporting hotline operated by DHS.

Per Chapter 441 Towa Admintstrative Code 77.25(1), “minor incidents™ are defined as an occurrence
mnvelving a participant during service provision that is not a major incident and that: {1} results in the

application of basic first aid; (2) resuits in bruising; (3} results in seizure activity; (4} results m mjury to
self, to others. or to property; or (3} constitutes a prescription medication error. Providers are not
reguired 1o report minor incidents to the BLTC, and reports may be reported infernally within a
provider’s system, in any format designated by the provider {i.c., phone. fax, email, web based
reporting, or paper submission). When a minor incident occurs or a staff member becomes aware of a
minor incident, the staff member invoived must submit the completed incident report to the stafl
member’s supervisor within 72 hours of the incident. The compleied report must be maintained in a
centralized file with a notation in the participant’s file.

Providers are required to record all medication errors, both major and minor, that occur. Providers are
required to track and frend all medication errors and agsure ali medication errors are reviewed and
improvements made based on review of the medication error data. The information and results of these
activities is made available to DHS upon request and will be reviewed as part of the ongoing Self-
Assessment process conducted by the HCBS Specialists.

(¢} Specify the types of medication errors that providers must repor to the State:

Only major mcidents of medication errors that affect the health and safety of the member, as defined by
the major imcidenf criteria, are required to be reported to the State. All medication errors, both major and
minor, are required fo be reported to the member’s guardian, case manager, bealth home coordinator, or
comtnunity-based case manager.

Providers responsible for medication administration are required to record medication errors but
make information about medication errors available only when reguesied by the State.

Specify the types of medication errors that providers are required 0 record:
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iv. State Oversight Responsibility. Specify the State agency (or agencies) respousible for monitoring the
performance of waiver providers in the administration of medications to waiver participants and how
monitoring is performed and its frequency,

The BLTC is responsible for the oversight of waiver providers in the administration of medications to walver
members. (rversighi monitoring is completed through IMP A, the provider Self-Assessment process, and
monitoring of the member by the member’s case manager. health home coordinator, or community-based
case manager.

With respect to MCO members, community based case managers are responsible for monitoring service
pians to assure that supports and services in the service pian are being implemented as identified in the
service plan. Any issues with the use of medication would be addressed with the provider of service and
corrected as needed. In addition, MCOs must maintain documentation of the member’s medication
management done by the MCOs clinical staff; monitor the prescribing patterns of network prescribers to
improve the quality of care coordination services provided to members through strategies such as: (a)
identifying medication utilization that deviates from current clinical practice guidelnes; (b) identifving
members whose utilization of controlied substances warranis intervention; (¢) providing educatior, support
and technical assistance to providers; and (&) monitor the prescribing patterns of psychotropic medication to
chiidren. including children in foster care. Finally, MCOs must identify and track critical incidents, regularty
review the number and tvpes of meidents and findings from investigations, and develop and implement
strategies 1o reduce the occurrence of critical incidents and improve the quality of care delivered to members.
MCOs are reguired io follow the process outlined at 441 lowa Adminstrative Code 77.25 (3} for reporting
major incidents, The Staie maintains ultimate oversight through the mechanisms identified i the submitted
amendment (i.e., HCBS Quality Assurance and Technical Assistance Unit, critical incident review, eic.). All
of these processes have been described in detail in this Appendix.

All medication errors are considered either magor or minor incidents, as noted in Subsection “iii.b”
above. These major incidents are reported to the department and follow the incident reporting follow up
protocol of the department.

DHS contracts. with the HCBS Quality Assurance Unit to oversee the appropriateness, provider policiesand

procedures, and service plan components associated with medication managerent. The Unit conducts
periodic reviews of 100% of enrolled waiver service providers to ensure that policies and procedures are
consistent with State and federal rule, regutations, and best practices. Further, the Unit examines member
files, and conducts targeted reviews based on complaints, to ascertain whether medications are appropriately
incorporated ino the service plan. If the Unit discovers that the provider 1s less than compliant, the provider
is required to compiete a corrective action plan (CAP) and implement the CAP to 100% compliance. If it 15
found that the circumstances are more serious, recommendations are made to PS and possiblie sanctions
(suspension, probation, termination, etc.) may apply.

All waiver service providers are required to submit major incident reports. Categories within the incident
report include inappropriate medication administration. These reports are entered into IMPA, trigger
milesiones in ISIS for fee-for-service members that alert case managers and health home coordinators, and
prompt the HCBS Incident Reporting Specialist to conduct a review of the incident. 1fit Is found that the
incident demands further investigation, the issue is passed to the Unit for a targeted review. If the Unit
discovers that the provider is Jess than compliant in areas surrounding medijcation administration, the
provider is required to complete a CAP and implement the CAP to 100% complance. Again, if it is found
that the circumstances are more serious, recommendations are made to PS and possible sanctions
{suspension, probation, termination. eic.) may apply.

The Unit compiles all data refated to incidents reported in IMPA associated with the inappropriate
medication administration, as well as data from periodic and targeted provider reviews conducted by the
Unit. Data is analyzed to identify trends and patterns and reported on a monthly and quarterly basis to
DHS. Trends are used, along with those established in the monthty State (JA Commitiee, to guide the
dissemination of Informational Letters and revisions to State Administrative Rules.
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Appendix G: Participant Safegnards
Quakity Improvement: Health and Welfare

A5 a distinct component of the Staie’'s guality improvement straiegy, provide Information in the following fields to detail the
State s methods for discovery and remediation.

a. Methods for Discovery: Health and Welfare
The staie demonstrates it has designed and implemenied an effective system for assuring waiver participant healih
and welfare. (For waiver actions submitied before June I, 2014, this assurance read "The State, on an ongoing basis,
identifies, addresses, and seeks 1o prevent the occurrence of abuse, neglect and exploitation. ")
i. Sub-Assurances:

a. Sub-assuronce: The state demonsirates on an ongoing buasis that if identifies, addresses and seeks to
prevent instancesof abuse, negiect, exploitation and unexplained death. (Performance measures in
this sub-assurance include all Appendix G performance measures for warver actions submitted before
June 1, 2014.)

Performance Measures

For each performance measire the State will use to assess compliance with the statutory assurance (or
sub-assurance). complete the following. Where possible, include numerator/denominator,

For each performance measure. provide information on the ageresaied data that will enable the Sige
1o analvze and assess progress toward the performance measure. In this section provide information
on the method by which each sowrce of data is analvzed statisticallv/deductively or inductively. how
themes are identified or conclusions drawn. and how recommendations_are formulated where
appropriate.

Performance Measure:
HW-al: The IME will measure the total number and percent of IAC-defined

Numerator = # of critical incidents that received follow-up as required;
Denominator = # of critical incidents requiring fellow-up escalation

Data Source (Select one):

Critical events and incident reports

If'Other' 1s selected, specify:

Data collected in the FFS and MCO CIR databases.

Responsible Party for | Frequency of data Samplirg Appreach
data collection/generation (check each thai applies):
coliection/generation (check each that applies):
(check each that applies): .
" State Medicaid " Weekly « 100% Review
Agency
 Operating Agency ~ Monthly " Less thap 10%
: Review
. Sub-State Entity " Quarterly - Representative
Sample
Confidence
Interval =
¢ Other " Annually . Stratified
Specify: Describe
Group:
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Confracted Entity
inchuding MCO
" Continuousty and Criher
Ongoing Specify:
.. Other

§§3§cify:

Irata Aggregation and Amalysis:

Responsible Party for data
ageregation and analysis (check each
that applies):

Freguesncy of data aggregation and
anabysis{check each that applies):

«# State Medicaid Agency

T Weekly

"7 Operating Agency

| " Monthly

Sub-State Entity @ Quarterly

. Anpually

" Continuousty and Ongoing

- Other
Specify:

Performance Measure:

HW-a2: The IME wikl measure Cls that identify 2 reportable event of abuse,
neglect, exploitation, or unexplained death and were fellowed upon appropriately.
Numerator = # of CIRs that identified a report was made io DHS protective
services apd/or appropriate follow up was initiated; Denominator = # of Cls that

identified a reportable event of abuse, neglect, exploitation, and/or unexplained
death

Data Source (Select one):
Critical events and incident reports

If *Other' is selected, specify:

FFS and MCO CIR databases

Responsible Party for | Frequency of data

data collection/generation
collection/generation (check each that applies):
{check each that applies):

Sampling Appreach
{check each that applies):

[ State Medicaid T Weekly | we. HH% Review
Agency
.. Operating Agency | -/ Monthly
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Less than 100%
Review
" Sub-State Entity 7 Quarterly " Representative
Sample
Confidence
Interval = .
it Other - Annualiy " Stratified
Specify: Describe
Contracted Entity GIOMP: e
including MCO ]
''''' Continuously and T Other
Ongoing Speci
Other
SPECIY: e

Data Aspregation and Analysis;

Responsible Party for data Freguency of datd aggregatii and
agoregation and analysis (check each | analysis(check each thal applies):
that applies):

~ State Miedicaid Agency T Weekly

" Operating Agency " Monthly

7" Sub-State Entity W Quarterly

7" Other " Annually

Specify:

b, Sub-gssurance: The staie demonstrates that an incident management system iy in place that
effectively resolves those incidents and prevents further similar incidents to the extent possible.

Performance Measures

For each performance measure the State will use (o assess compliance with the statutory assurance (or
sub-assurance), complere the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the gegregated data that will enable the Siaie

{0 analvze and assess progress toward the performance measure, In this section provide information

on the method bv which each source of data is analvzed siatisticallv/deductively or inductively._how

themes are identified or conclusions drawn, and how recommendations are formulated where

appropriate.

Performance Measure:

HW-bl: The IME will identify all unresolved critical incidents which resulted in a
targeted review and were compieted to resolution. Numeraior = # of targeted
reviews resulting from an incident which were resolved within 60 days;
Denominator = # of critical incidents that resulted in a targeted review.

Data Source {Seiect one):

Critical events and incident reports
I 'Other' is selected, specify:
FFS/HCBS Unit and MCO data obtained from CIR databases.

Responsible Party for | Frequency of data Sampling Approach
data coliection/generation (check each tha! applies):
collection/generation (check each that applies):
(check eqch that applies):
" State Medicaid T Weekly  100% Review
Agency
" Operating Agency | o Monthly 1 Less than 100%
Review
" Sub-State Entity ¢ Quarterty " Representative
Sample
Confidence
Interval =
~7 Ofther - " Aunually T Stratified
Specify: Describe
Contracted Entity Group:
including MCO
- Continuousiy and Other
Ongoing Specify )
" Other
Specify:

Drata Aggregation and Analysis:

Responsible Party for data
agoregation and analysis {check each
that applies):

Frequency of data aggregation and
analysisicheck each thai applies):

¢ State Medicaid Agency T Weekly
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Responsibie Party for data Freguency of data aggregation and
aggregation and analysis (check each |analysisicheck each thar applies).
that applies):
. Operating Agency T Monthiy
" Sub-State Entity & Quarterly
— Other . Annually
Specify:

" Continuously and Ongoing

" Other

Specify:

¢. Sub-gssurance: The staie policies and procedures for the use or profibifion of restrictive
interventions (including restrainiy and seciusion) are followed.

Performance Measures

For each performance measure the State will use jo assess compliance with the statuiory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure,_provide imformaiion on the agerevated data that will enable the Siate
ta analvze and assess progress toward the performance measure, In this section provide information

OE The mEthind BirwHIcH eaeh soiree o darg i grivsed srisncal i deucrvely or irdverivelnT o
themes are ideniified or conclusions drawn. and how recommendations are formulated where
appropridaie.

Performance Measure:

HW-cl: The IME will measure the total # & % of providers with policies for
restrictive measures that are consistent with State and Federal policy and rules,
and followed as written. Numerator = # providers reviewed that have policies for
resirictive meascres that were implemented as writfen; Denominator = fotal # of
providers reviewed that identified kaving policies for restrictive measures,

Drata Seurce (Select one):

Record reviews, on-site

If "Other' is selected, specify:

Provider's policies and procedures. Al certified and periodic reviews are
conducted on a 5 year cycle; at the end of the cyvcle all providers are reviewed.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation (check each that applies):
{check each that applies):
State Medicaid T Weekly . 100% Review
Agency
© Operating Agency | v Monthiy " Less than 100%
Review
"~ Sub-State Entity T Quarterly " Representative
Sample
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Confidence
Interval =
+ -Other 7 Annually . Stratified
Specif}f; Describe
Coniracied Entity Group;

" Continuously and " Other
Ongoing

" Other
Specify: ...

Data Agoregation and Analysis:

Responsible Party for data Frequency of data aggregation and
apereeation and analysis (check each {anabysis(check each that applies):
that applies):

~f State Medicaid Agency . Weekly

" Operating Agency " Monthly

" Sub-State Entity

™ Other " Annually

. Continuously and Ongoing

_ Other
Specify:

&. Sub-gssurence: The state establishes overall heclth care standards and monitors those stondards
based on the responsibility of the service provider as stated in the approved waiver.

Performance Measures

For each performance measure the State will use fo assess compliance with the statutory assurance (or
sub-assurance;, complete the following. Where possible, include numerator/denominator.

For each performance measure. provide formation on the aggresated data thar will enable the State
to analvze and assess prooress toward the performance megsure. In this section provide information
on the method by which each source of data is analvzed statisticalhydeductively or inductively, how
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themes are identified or conclusions dragwn. and how recommendations are formulated where
appropriaie. -

Performance Measure:

HW-dt: The IME will measure the number and percent of providers meeting
state and federal requirements relaiive fo individual waivers. Numerator = # of
Quality Assurance reviews that did not receive a corrective action plan;
Denominator = ¥ of provider Quality Assurance Reviews completed.

Data Source (Select one):

Record reviews, off-site

If *Other' 13 selected, specify:

All QA reviews that dor't result in a corrective action. All cerfified and periodic
reviews are conducied on a 5 year cycle; at the end of the cycle all providers are

reviewed.
Responsibie Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies).
collection/generation (check each that applies):
{check each that applies).
" State Medicaid T Weekly W 10O Review
Agency
7" Operating Ageney | ¢ Monthly " Less than 100%
Review
" Sub-State Entity 7 Quarterly 7" Representative
Sampie
Confidence
Interval =
» Other T Annualky T Stratified
Specify: Describe
Contracied Entity Group:
= Continuousty and . Other
Ongoing Specify:
- Other
Specify: ...
Dats Asgregation and Apalysis:
Responsible Party for data Freqgaency of data aggregation and
avgrecation and analvsis (check each [amalysis(check each that applies):
thar applies):
«f State Medicaid Agency T Weekly
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

~ Operating Agency i (ONIBY

"~ Sub-State Entity + Quarterly

" Other " Annually
S‘pecify:

" Continnously and Ongoing

Other
Specify: ..

ii. 1f applicable. in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

The HCBS Quality Assurance unit and each MCO is responsible for monitoring and analyzing data
associated with the major incidents reported for members on waivers. Data is pulled from the data
warehouse and from MCO reporting on a regular basis for programmatic trends. individual issues and
operational concerns. Reported incidents of abuse, medication error, death, rights restrictions, and restraints
are investigated further by the HCBS Incident Reporting Specialist as each report is received. The analysis
of this data 1s presented to the state on a quarterly basis.

The HCBS provider oversight unit, and each MCO, is responsible for conducting IPES interviews with
waiver members. The IPES tool has been expanded based on the federal PES tool and thought to capture a
more comprehensive view of lowa's waiver population needs and issues. The IPES tool incorporates the
seven principles of the Quality Framework and is able to adjust based on the member interviewed and service
enroliment. HCBS Specialists conduct interviews either face-to-face or via telephone, 1o the discretion of the
waiver member. All waiver members have the right to decline interview. The results of these interviews are
presented to the state on a quarterly basis.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
The HCBS Incident Reporting Specialist and each MCO analyzes data for individual and systemic
issues. Individual issues require communication with the case manager to document all efforts to remediate
risk or concerr.. If a these efforts are not successful, staff continues efforts to communicate with the case
manager, the case manager's supervisor, and protective services when necessary. All remediation efforts of
this type are documented in the monthly and guarterly reports.

The HCBS Specialists conducting interviews conduct individual remediation to flagged questions. In the
instance that a flageed question/response occurs, the Specialist first seeks further clarification from the
member and provides education when necessary. Following the interview, the case manager is notified and
information regarding remediation is required within 30 days. This data is stored in a database and reported
to the state on a quarterly and annual basis. MCO are responsible for research and foliow up to flagged
Tesponses.
General methods for problem correction at a systemic level include informational letters, provider trainings,
coliaboration with stakeholders and changes to provider policy.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)
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Responsible Party(check each that
applies):

Freguency of data aggregation and
analvsis{check each that applies):

o State Mediecaid Agency

© O Weekly

77 Operating Agency

< Monthly

7 Sub-State Entity

ot Quarterly

« Other
Specify:

contracted entity and MCOs

c. Timelines
When (ie State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related fo the assurance of Health and Welfare that are currently non-
operational.

& No
. Yes

Please provide a detailed straiegy for assuring Health and Welfare, the specific timeline for implementing

identified stratecies, and the parties responsible for its operation.
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Appendix H: Quality Improvement Strategy (1 of2)

Under §1915(c) of the Social Security Act and 42 CFR §441.302, the approval of an HCBS waiver requires that CMS
determine that the State has made satisfactory assurances concerning the protection of participant health and welfare,
financial accountability and other elements of waiver operations. Renewal of an existing waiver is contingent upon review by
CMS and a finding by CMS that the assurances have beer met. By completing the HUBS waiver application, the State
specifies how it has designed the waiver’s critica) processes, structures and operational features in order to meet these
ASSUrances.

¢ Quality Improvement s a critical operational feature that an organization employs to continually determine whether it
operates In accordance with the approved design of its program, meets statutory and regulaiory assurances and
reguirements, achieves desired outcomes, and identifies opportunites for improvement.

CMS recognizes that a state’s wajver Quality Improvement Strategy may vary depending on the nature of the wajver target
popuiation, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
requirements. However, for the purpose of this application, the State js expected to have, at the minimum. systems in place to
measure and improve its own performance tn meeting six specific wajver assurances and requirements.

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care
services. CMS recognizes the value of this approach and will ask the state to identify other waiver programs and long-term
care services that are addressed in the Quality Improvement Swategy.

Quality Improvement Strategy: Minimum Components

The CQuality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the
waiver in the appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be
available to CMS upon request through the Medicaid agency or the operating agency (if appropriate}.

in the QIS discovery and remediation sections thronghout the application (located in Appendices A, B, C, D, G, and [}, a

ctate-snells.-out:
Stadbe-bhotls- Otk

s The evidence based discovery activities that will be conducted for each of the six major waiver assurances;
e The remediation activities followed to correct individual problems identified m the implementation of each of the
assurances;

In Appendix ¥ of the application, a State describes (1) the swstem improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent
roles/responsibilities of those conducting assessing and prioritizing Improving system corrections and improvements; and (3)
the processes the state will follow to continuously assess the effeciiveness of the QIS and revise it as necessary and
appropriate.

If the Stare's Quality Improvement Sirategy is not fully developed at the time the waiver application is submitted, the staie
may provide a work plan to fully develop its Qualify Improvement Strategy, including the specific tasks the State plans to
underiake during the period the waiver is in effect, the major milestones associated with these tasks, and the entity (or
entities) responsible for the completion of these tasks.

When the Quality Improvement Strategy spans mors than one waiver and/or other types of long-terin care services under the
Medicaid State plan, specify the cantrol nuinbers for the other waiver programs and/or identify the other long-term services
that are addressed in the Quality Improvement Strategy. In instances when the QIS spans more than one walver, the Staie
must be able to straiify information that is related to each approved waiver program. Unless the State has requested and
received approval from CMS for the consolidation of multiple waivers for the purpose of reporting, then the State must
siratify information that is related to each approved waiver program, i.e., employ a representative sample for each wajver.

Appendix H: Quality Improvement Strategy (2 of 2)
H-1: Systems Improvement

a. Svstemn Improvements
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i, Describe the process(es) for trending. prioritizing, and implementing system improvements (i.e., design
changes) prompted as a result of an analysis of discovery and remediation Information.

The IME is the single state agency that retaing administrative authority of lowa’s HCBS Waivers. Iowa
remains highly committed to continually mmprove the quality of services for all waiver programs. The IME
discovered over the course of submitting previous 1915{c) waiver evidence packages that previously
developed performance measures were not adequately capturing the activities of the IME. For this reason,
state staff developed new performance measures 1o better capture the quality processes that are already
occurring or being developed. The QIS developed by lowa stratifies all 1915(c) waivers:

1A.0213, HCBS AIDS/HIV

1A.0242, HCBS Intelleciual Disability
140299, HCBS Brain Injury

1A.0345, HCBS Physical Disability
LA.0819, HCBS Children's Mental Health
1A 4111, HCBS Health and Disability

1A 4155, HCBS Elderly

DHS also provides §1915(1) services and strives to maintain consistency i QIS between these and the State’s
§1915(c) walvers.

Based on contract oversight and performance measure implementation, the IME holds weekly policy staff
and long term care coordination meetings to discuss arsas of noted concern for assessment and
prioritization. This can include discussion of remediation activities at an individual level. programmatic
changes, and operational changes that may need to be initiated and assigned to State or contract staff.

Contracts are monitored and improvements are made through other inter-unit meetings designed to promote
programmatic and operational transparency while engaging in continued collaboration and

improvement. Further, a quality assnrance group gathers on a monthly basis to discuss focus areas, ensuring
that timmely remediation and contract performance 1s occurring at a safisfactory level. ISIS will only be
utilized for fee-for-service members, :

All contracted MCOs are accountable for improving guality outcomes and developing a Quality
Management/Quality Improvement (QM/QI)} program that incorporates ongemng review of all major service
delivery areas. The QM/QI program must have objectives that are measurable, realistic and supported by
consensus among the MCOs”™ medical and guality improvement staff. Through the QM/QI program, the
MCOs must have ongoing comprehensive quality assessment and performance improvement activities aimed
at improving the delivery of healthcare services to members. As a key component of its QM/QI program, the
MCOs must develop incentive programs for both: providers and members, with the ultimate goal of
improving member health cutcomes. Fipally, MCOs must meet the requirements of 42 CFR 438 Subpart E
and the standards of the credentialing body by which the MCO is credentialed in development of its QM/QI
program. The State retains final authority to approve the MCOs® QM/QI program. The State has developed &
draft-reporting manual for the MCOs tc utilize for mapy of the managed care contract reporting
requirements, including HCBS performance measures. The managed care contract also allows for the State
1o request additional regular and ad boc reports.

fowa acknowledges that improvements are necessary to capture data at a moere refined level, specifically
individual remediation, While each contracting unit utilizes their own electronic fracking system or CnBase
(workflow management), Turther improvements must be made fo ensure that there are not preventable gaps
collecting individual remediation. The State acknowledges that this is an important component of the
systern; however the ferrain where inient meets the state budget can be difficult to manage.

The IME supports infrastructure development that ersures choice is provided to all Medicaid members
seeking services and that these services are allocated a{ the most appropriate level possible. This will
increase efficiency as less time s spent on service/fanding allocation and more time 1s spent on care
coordination and improvement. A comprehensive system of information and referrals ensures that all
individuals are allowed fully informed choices prior to facility placement.

A comprehensive systemn of information and referrals shall also be developed such thart all individuals are
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ii.

allowed fully informed choices prior to facility placement. Many program integrity and ACA initiatives will
assist in system improvements. These include improvements to provider screening at enrollment, tighter
sanction rules, and more emphasis on sustaining qualify practices.

System lmprovement Activities

Responsibie Party(check each that applies): Frequency of Monitoring apd ,{malysrs(check eac
- that applies).

' State Medicaid Agency o Weekly

" Operating Agency w Monthly

" Sub-State Entity « Quarterly

" Quality Improvement Commiitee i Annueally

______ ) Oither

v Ot e-r Specify:
Specify: ~
Contracted Entity (including MCOs) E

b. System Design Changes

i

Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a
description of the various roles and responsibilities involved in the processes for monitoring & assessing
svstem design changes. [f applicable, include the State's targeted standards for systems improvement.

The IME has hired a Quality Assurance Manager to oversee the data compilation and remediation activities
associated with the revised performance measures. The QA Manager and State policy staff address oversight
of design changes and the subsequent monitoring and analysis during the weekiy policy and monthly quality
assurance meetings. Prior to dramatic system design changes, the State will seek the input of stakeholders

and test/pilot changes that are suggested and developed. Informational letters are sent out to all relevant
parties prior to implementation with contact information of key staff involved. This workflow is documented
in logs and m informational letters found within the DHS computer server for future reference. Stakeholder
involvement and mformational letters are requested or sent out on a weekly/monthly/ongoing basis as policy
engages in the confinuous quality improvement cycle.

Unit managers, poticy staff and the QA committee continue to meet on a regular basis (weekly or monthly) to
monitor performance and work plan activities. The IME Management and QA committees include
representatives from the contracted units within the IME as well as State stafl. These mestings serve fo
present and analyze data to determine patterns, trends, concems, and issues in service delivery of Medicaid
services, inclading by not limited to warver services. Based on these analyses, recommendations for changes
in policy are made 1o the IME policy staff and bureau chiefs. This information is also used to provide
training, technical assistance, corrective action, and other activities. The unit managers and committees
monitor training and technical assistance activities to assure consistent implementation statewide. Meeting
minutes/work plans track data analysis, recommendations, and prioritizations to map the continuous
evatuation and improvement of the svstem. IME analyzes general system performance through the
management of contract performance benchmarks, ISIS reports, and Medicaid Value Management reports
and then works with contractors, providers and other agencies regarding specific issues. The QA committee
directs workgroups on specific activities of quality improvement and other workgroups are activated as
needed.

In addition to developing QM/QI programs that include regular, ongoing assessment of services provided to
Medicaid benefictaries, MCOs must maintain a QM/QI Committee that includes medical, behavioral health,
and long-term care staff, and network providers. This commitiee s responsible for analyzing and evaluating
the result of QM/QI activities, recommending policy decisions, ensuring that providers are involved in the
QM/QI program, Instituting needed action, and ensuring appropriate follow-up. This committee is also
responsible for reviewing and approving the MCOs™ QM/QI program description, annual evaluation, and
associated work plan prior to submission to DHS.
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ii. Describe the process to periodically evatuate, as appropriate. the Quality Improvement Strategy.

The IME reviews the overall QIS no less than annually. Strategies are continually adapted to establish and
sustain better performance through improvements in skills, processes, and products. Evatuating and
sustaining progress toward system goals is an ongoing, creative process that has to mvolve all stakeholders in
the system. Improvement requires siructures, processes. and a culture that encourage input from members at
all levels within the system, sophisticated and thoughtfu] use of data, open discussions among people with a
variety of perspectives, reasonable rislk-taking, and a commitment to continuous learning. The QIS 15 ofien
revisited more often due to the dynamic nature of Medicaid policies and regulations, as well as the changing
climate of the member and provider communities.

In accordance with 42 CFR 438 Subpart E, the State will maintain a written strategy for assessing and
improving the quality of services offered by MCOs including, but not limited fo, an external independent
review of the quality of, timeliness of, and access fo services provided to Medicaid beneficiaries. MCOs must
comply with the standards established by the State and must provide all information and reporting necessary
for the State to carry out its obligations for the State quality strategy. MCOs are contractually reguired to
ensure that the results of each external independent review are available to participating health care
providers, members, and potential members of the organization, except that the results may not be made
available in a manner that discloses the identity of any individual patient. Further, MCOs must establish
stakeholder advisory boards that advise and provide input into: {a) service delivery; (b) quality of care; (¢}
member rights and responsibiiities; (d) resolution of grievances and appeais; (¢} operational issues; (f)
program monitoring and evaluation; {g) member and provider education; and {h) priority issues identified by
members. In accordance with 42 CFR 438 Subpart E, the State will regularly monitor and evaluate the
MCOs’ compliance with the standards established in the State’s quality strategy and the MCOs® QM/QL
program. The State is in the process of developing specific processes and timelines to report results to
agencies, wailver providers, participants, families, other interested parties and the public. This will inciude
strategies such as leveraging the Medical Assistance Advisory Council (MAAC),

The BHCBS Quality Assurance Unit {QAU) completes review of HCBS enrolled providers on a three-five
vear cycle. During the onsite review HCBS ensures personnel are trained in:

A hnce fenerinc

Adbuse-reporing
-Incident reporting

-Have current mandatory reporter training
- Individual member support needs
-Rights restrictions

-Frovision of member medication

In addition HCBS QAU reviews the cenfralized incident report file, appeals and grievances, and any
allegations of abuse. During the review of service documentation any incident identified in narrative which
falls under the Incident description in 77.25(3}, s required to have an incident report filed. The agencies
tracking and trending of incident reports is also reviewed during the onsite review. Any areas the agency may
be out of compliance in results in the requirement of a corrective action plan. HCBS

gives the provider 30 days to submif a time limifed corrective action plan which will remediate the
deficiency. 45 davs after the corrective action plan has been accepted HCBS follows up and requires the
agency fo submit evidence that the corrective action plan was put into place.
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Appendix I Financial Accountability
I-1: Financial Integrity and Accountability

Financial Integrity. Describe the methods that are employed to ensure the integrity of payments that have been made
for waiver services, including; (a) requirements concerning the independent audit of provider agencies; (b) the financial
audit program that the state conducts to ensure the injegrity of provider biliings for Medicaid pavment of waiver
services, inchuding the methods, scope and frequency of audits; and, (¢) the agency (or agencies) respensible for
conducting the financial audit program. State laws, regulations, and policies referenced in the description are available to
CMS upon request through the Medicaid agency or the operating agency (if applicable).

The IME Program Integrity (P} unit conducts audits on all Medicaid Provider types including HCBS providers, Any
suspected fraud ts referred to the Department of Inspection and Appeals Medicaid Fraud and Control Unit (MFC).
The PI Unit vendor is contractually required to review a minimum of 60 cases in each quarter across all provider
types. Reviewed cases inchude providers who are outliers on multipie parameters of cost, utilization, quality of care,
and/or other metrics. Reviews are also based on referrals and complaints received. Reviews include review of claims
data and service documentation to detect such aberrancies as up-coding, unbundling, and billing for services not
rendered. This monitoring may involve desk reviews or provider on-site reviews, During a desk review the provider is
required to submit records for review. The PI vendor must initiate appropriate action to recover Unproper payments on
the basis of its reviews, They must work with the Core MMIS contractor to accomplish required actions on providers,
including requests to recover payment through the use of credit and adjustment procedures.

The P1 vendor must repoit findings from all reviews to DHS, including monthly and quarterly written reports detailing
information on provider review activity, findings and recoveries. Requests for provider records by the P unit include
Form 470-4479, Documentation Checklist, listing the specific records that must be provided for the audit or review
pursuant to paragraph 79.3(2)*d” to document the basis for services or activiiies provided. Reviews are conducted in
accordance with 441 lowa Administrative Code 79.4 { https://www Jegis.iowa.gov/does/ACO/chapter/441.79 pdf).

Since transitioning 1o a combined 1915(b)/1915(c) model or 4/1/2016, the vast majority of HCBS claims are paid
through MCOs. The IME Program Integrity unit only reviews claims submitted through the Fee-For-Service (FFS)

§ysiem Tor mem bers Who are not snrolied 16 an MCUT There are @ relatively staliimrnber of THCB S el imthe FES
universe, and as such statistical sampling 1s unnecessary. It is more efficient and productive for the PI Unit to use more
targeied strategies to identify providers for review, such as using data analysis and algorithms to identify billing
abervancies, as well as referrals and complaints that come from various sources. The P1 vendor may conduct on-site
reviews, but there is ne requirement for a set percentage of reviews to be conducted on-site,

Should the State require a provider to perform a self-review, the prescribed methodology for review is determined on a
case-by-case basls, and is generally determined based on the nature and scope of the issue identified. In previous
vears, all HCBS claims were paid through the FFS system; currently the vast majority of HCBS claims are paid by
MCQs. The state compares the results of the MCO program integrity efforts to the resulis achieved in past vears.
Howsver, MCO operations tend to rely more on prior authorization of services and pre-payment claims editing to
controf costs, and as such this type of comparison will not be straightforward and may not provide useful information.

When the Pl vendor identifies an overpayment for FFS claims, a Preliminary Report of Tentative Overpayment
(PROTO) letter is sent to the provider. The PROTO letier gives the provider an opportunity to ask for a re-evaluation
and they may submit additional documentation at that time. After the re-evaluation Is complete, the provider is sent a
Findings and Order for Repayment (FOR) letter to notifv them of any resulting overpayment. Both thé PROTO letter
and the FOR letter are reviewed and signed off by state PI staff prior to mailing. The FOR letter also includes appeal
rights to inform the provider that they may appeal through the State Fair Hearing process. When overpayments are
recovered, claims adjustments are performed which automatically results in the FFP being returned to CMS,

The GHCDS Medicaid audit 1s subject 1o the same standards and processes as outlined for FES. The state’s contracted
MCOs are also responsibie for safeguarding against, and investigating reports of, suspected frand and abuse. MCOs are
required to fully cooperate with the DIIS PI Unit by providing data and ongoing communication. and collaboration. Per
42 CFR 438.608 and 42 CFR Part 455, MCOs must have an administrative procedure that includes a mandatory
compliance plan that describes in detai} the manner in which it will detect fraud and abuse. The PI Plan must be
updated annuafly and submitted to DIS for review and approval. The MCOs are also required to make referrai to IME
and the MFCU for any suspected fravdulent activity by a provider. On a monthly basis, the MCO must submit an

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector jsp 5/15/2018



Appendix I: Waiver Draft IA.001.04.01 - Oct 01, 2018 Page 2 of 21

activity report to DHS, which outlines the MCO’s Pl-related activities and findings, progress in meeting goals and
objectives, and recoupment totals. Each MCO is also required io meet in person with the IME PI Unit, the IME
Managed Care Oversight Bureau, and the MFCU on at least a quarterly basis to coordinate on open cases and review
the MCO’s program integrity efforts, Jowa’s MCOs continuously conduct reviews/audits on providers in their
networks. The degree to which these include HCBS providers varies over time depending on tips recelved and leads
from data analytics.

As part of the 2017 EQR process, a focused study is being conducted regarding Person Ceniered Care Planning
processes of the MCOs. The BQR vendor will be requesting documentation of person centered care planning (inciuding
whether or not services are being provided on an ongoing basis in the amount authorized in the service plan) for a
sample of MCO members te verify that MCOs are providing services as authorized by the mterdisciplinary team. Jowa
will use the resulis of this focused study as a baseline to develop an ongoing review process to ensure MCOs are
complying with the guidelines lowa has provided for statistically significant samples, as well ensure that services are
being provided according to the IDT authorized plan of care.

The state trends data from the MCO program integritv monthly reports to identify trends in number of tips received,
number of andits/investigations openad and closed number of referrals fo MFCU, number and amount of overpayments
recovered. The State has not vet performed any root cause analysis on results of MCO reviews. Because the MCOs
have been operational in lowa for only a relatively short time and P investigations can be lengthy, there is not yet
enough data available for this type of analysis.

MCOs must also coordinate all Pl sfforts with IME and Towa’s MFCU. MCOs must have in place a method te verify
whether services reimbursed were actmally furnished to members as billed by providers, and must comply with 42 CFR
Part 455 by suspending pavments to a provider after DHS determines there is a credible allegation of fraud for which
an nvestigation is pending under the Medicaid program against an individual/entity uniess otherwise directed by DHS
or law enforcement. MCOs shall comply with all requirements for provider disenrollment and fermination as required
by 42 CFR §435.

The Auditor of the Siaie has the responsibility to conduct periodic independent andit of the waiver under the provisions
of the Single Audit Act. All HCBS cost reports will be subject to desk review audit and, 1f necessary. a field

audit—However:the-Watver-does ot require-the providers to-secure-an-independent-audit-of their-finmmetat-statements:

Appendiy I: Financial Accountability
Qeality Improvement: Financial Accountability

As a distinct component of the State’s quality improvement strategy, provide information in the following flelds to detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Financial Accountability Assurance:
The State must demonstrate that it has designed and implemented un adeguaie system for ensuring financial
accountability of the waiver pregram. (For waiver actions submitied before June 1, 2014, this assurance read "State
financial oversight exisis to assure thar claims are coded and paid for in accordance with the reimbursement
methodology specified in the approved waiver.”)
i. Sub-Assurapces:

a. Sub-assurance: The Siate provides evidence that claims are coded and paid for in eccordance with
the reimbursement methodology specified in the approved waiver and oniy for services rendered.
(Performance measwres in this sub-assurance include all Appendix I performance measures for waiver
actions submitied before June I, 2014.)

Performance Measures

For each performance measure the Staie will use to assess compliance with the statutory assurance (or
sub-assurance), compiete the jollowing. Where possible, include numerator/denominator.

For each performance measure. provide information on the gggregaied daia that will enable the Siate
to analvze and assess progress toward the performance megsure. In this section provide information
on the method by which each source of datg is analyzed statisticallv/deductively or inductively, how
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Appendix 1. Waiver Draft IA.001.04.01 - Oct 01, 2018 Page 3 of 21

themes are identified or conclusions drawn. and how recommendations are formulated where
appropriaie.

Performance Measure:

FA-al: The IME will determine the number and percent of FFS reviewed elaims
supported by provider documentation. Numerator = # of reviewed paid claims
where documents supports the units of service; Denominator = # of reviewed paid
claims

Data Source {Select one):
Financial records (including expenditures)
If'Other’ is selected, specify:

Program Entegrity reviews clatms and provider documentation for providers

already under review,

Responsible Party for
data
coliection/generation

| Frequency of data

coliection/generation
(check each that

Sampling Approach
(check each that applies):

Contracted Entity

(check each that applies):
applies):
T State Medicaid . Weekly 1 100% Review
Agency
. Operating Agency |~ Monthly o Liess than 100%
Review
7" Sub-State Enfity . Quarterly " Representative
Sample
Confidence
Interval = |
w Other W Anpually - Stratified
Specify: Describe Group: |

7 Continuously and
Ongoing

~ Other
Specify:
Annually a
sample of claims
from the 2 most
utilized codes n
the first
year. Remaining
codes are
reviewed in
following years.
Documentation
is reviewed o
determine
appropriate
units.

« Other
Specify:
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Appendix I Waiver Draft [A.001.64.01 - Oct 01, 2018 Page 4 of 21

quarteriy across all | E
| waivers, annually
for this waiver

Data Ageregation and Analysis:

Responsibie Party for data Freguency of data aggregation and
aggregation and analysis (check each analysis(check each thar applies):
that applies).

«f State Medicaid Agency " Weekly

- Operating Agency " Monthiy

T Sub-State Entity  Quarterly

... Other 77 Anpually
Specify:

. Continvously and Ongoing

Performance Measure:
FA-a2: The IME will determine the number of clean claims that are paid by the

managed care oreapizations within the fimeframes specified in the contract

Numerator = # of clear claims that are paid by the managed care organization

within the timeframes specified in the contract; Denominator = # of Managed
Care provider claims.

Prata Souree (Select one):

Financial records (including expenditures)

1 "Other’ s selected, specify:

Claims Data Adjudicated claims summary, claims aging summary, and claims

lag report
Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation (check each that applies):
{check each that applies).
7 State Medicaid T Weekly ¢ 100% Review
Agency
- Operafing Agency | 7 Monthly . Less than 100%
Review
7 Sub-State Entity w Quarterly " Representative
Sample
Confidence
Interval=
w. Other . Annmally 7 Stratified
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Specify: Deseribe
Contracted Entity Group; |
ncluding MCO )
. Continuously and T Other
Ongoing Spectfy:
T Other
Specify:

Data Agegregation and Analysis:

Responsible Party for data
agpregation and analysis (check each
that applies).

Frequency of data aggregation and
analvsis(check each thar applies):

T Weekly

W Monthly

" Sub-State Entity

& Quarterly

T Other

_ Amnnually

Page 5of 2

1

§pecify:

" Continagusty and Ongoing

b. Sub-assurance: The state provides evidence thar rates remain consistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance {(or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure. provide information on the ageregaled data that will enable the State
10 analvze and assess prooress loward the performance measure. In this section provide Information
on the method by which each source of data iy analvzed staiisticaliv/deductivelv or inductivelv,_how
themes are identified or conclusions drawn, and how recommendations are formulated where
appropriare.

Performance Measure:

FA-bi: The IME will measure the number and percent of claims thaf are
reimbursed according to the fowa Administrative Code approved rate
methodology for watver services provided. Numerator = # of reviewed claims paid
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using IME-approved rate methodologies; Denominator = # of reviewed paid

claims.

Data Source (Select one):

Financtial records (including expenditures)
1 'Other' is selected, specify:

The DW Unit query pulis paid claims data for all sever of the HCBS waivers.

Responsible Party for
data
eoliection/generation
{check each that applies):

Freguency of data
collection/generation
{check each that applies):

Sampling Approach
{check each that applies).

Page 6 of 21

7 State Medicaid " Weekly < 100% Review
Agency
7 Operating Agency ¥ Montely | Less than 100%
Review
. Sub-State Entity T Quarterly " Representative
Sample
Confidence
+ Other " Aunnualty " Stratified
Specify: Describe
Contracted Entity Growp:
7 Continuously and " Other
Ongoing Specify: |
AAAAA Other

Erata Aggregation and Analysis:

Responsibie Party for data

aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

thar applies):

/. State Medicaid Agencey " Weekly
T Operating Agency . Meonthly
7" Sub-State Enfity . Quarterly
... Other T Annually

Specify:
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Responsible Party for data Freguency of data agoregaftion and
ageregation and analysis (check each |analysis(check each thal applies):
that applies).

¢ Continuously and Ongoing

" Orther
spectfy:

Performance Measure:

FA-b2: The IME will measure the number of capitation payments to the MCOs
that are made in accordance with the CMS approved actuarially sound rate
methodoiogy, Namerator: # of Capitation pavments made to the MCOs at the
approved rates through the CMS certified MIMIS. Denominator: # of capitation
payments made through the CMS certified MRMIS.

Data Seurce (Select one);
Financial records (including expenditures)
I 'Other’ 1s selected, specify:

VEMLES
Kesponsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation (check each that applies):
fcheck each that applies):
"¢ State Medicaid T Weekdy ~ 100% Review
Agency
7 Operating Agency | [ Monthly -~ Less than 100%
Review
. Sub-State Entity w Quarterly " Representative
Sample
Confidence

¥ Other | Annually .- Stratified
Specify: Describe
confracied entity Gmupww

" Continuousiy and

Omooing Specify:

Other

Drata Aggregaiton and Analysis:
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i

Responsible Party for data Frequeney of data aggregation and
ageregation and aralysis (check each | analysis(check each that applies):
thar applies).
' State Medicaid Agency T Weekly
7" Operating Agency ! Monthily
" Sub-State Entity « Quarieriy
T Other “ Annually
Specify: ..
" Contignously ard Ongoing
... Other
Specify

If applicable, in the iextbox below provide any necessary additional information op the strategies emploved by
the State to discover/identify problems/issues within the waiver program, ncluding frequency and parties
responsible.

The Program Integrity unit samples provider clalms each quarter for quality. These claims are cross-walked
with service documentation to determine the percentage of error associated with coding and

documentation. This data is veported on a guarteriy basis.

—-MEG-claims-data-is-compared-to-the-contractual-obligations for MCO- timeliness-of ¢clean-claim

payments. Data is provided to the HCBS staff as well as to the Bureau of Managed Care,

b. Methods for Remediation/Fixing Individual Probiems

i.

il.

Describe the State’s method for addressing individual problems as they are discovered. Include mformation
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.

When the Program Integrity unit discovers situations where providers are missing documentation to support
billing or coded incorrectly, monies are recouped and technical assistance is given to prevent future
occurrence. When the lack of supporting documentation and incorrect coding appears o be pervasive, the
Program Integrity Unit may review additional clauns, suspend the provider payments; require screening of all
claims. referral to MFCU, or provider suspension.

The data gathered from this process is stored i the Program Integrity fracking svstem. and reported fo the
state on a quarterfy basis.

If during the review of capitation payments the IME determines that a capitation was made in error, that

claim is adjusted to create a corrected payment.

Remediation Data Aggregation

Remediatiop-related Data Ageregation and Analysis {including trend identification)

Frequency of data aggregation and analysis
(check cach that applies):

Responsible Party(check each that applies):

/' State Medicaid Agency . Weekly

" Operafing Agency _ Monthly

7 Sub-State Entity « Quarterly
© Other " Annually
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Freguency of data aggregation and analysis

Responsibie Party/check each that applies): (check each that applies)-

Specify:

7 Continucusly ard JUngoing

T Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy i place, provide timelines to design
methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-
operational.
& No
 Yes
Please provide a detailed strategy for assuring Financial Accountabilitv, the specific timeline for implementing
identified sirategies, and the parties responsible for its operation.

£
:
:
:
i

Appendix I: Financial Accountability
i-2: Rates, Billing and Claims (1 of 3

a. Rate Determination Methods. In two pages or less, describe the methods that are employed to establish provider

T HAVTHEHT TAES Tor Wialver servicss and the sitiny o entitiey that are tesponsivle for rate deretminationTiidisate -y
oppormanity for public comment in the process. If different methods are employed for various types of services, the
description may group services for which the same method is employed. State laws, regulations, and policies
referenced in the description are available upon request 1o CMS throungh the Medicaid agency or the operating agency
{if applicable).

transportation are reimbursed by fee schedules.

Consumer Directed Attendant Care Services (Skilled and Unskilled) are reimbursed on the basis of the agreement of
the member and the provider.

The personal emergency response and locator service fee schedule upper rate limit was set at the national average
price paid for the equipment installation and ongoing monthly maintenance. Providers are paid their installation fee
and monthly matutenance fee not to exceed the upper rate Jimit established i rule.

The home and vehicle modifications and specialized medical equipment is based on payment made on the amount
authorized by the department through a quotation, contract, or invoice submitted by the provider.

For transportation, the fee schedule is based on a county contract rate for transportation or the median Medicaid
established non-emergency transportation rate paid per mile or per trip within the member's DHS region. The
transportation county rate is set based on the usual and customary fransportation rate in the community (including
rural and urban}.

For services and items that are furnished under Part B of Medicare, the fee shall be the lowest charge allowed under
Medicare. Payment for supplies with no established Medicare fee shall be at the average wholesale price for the item
less 10 percent.

For services and Items that are furnished onty under Medicaid, the fee shall be the lowest charge determined by the

department according to the Medicare reimbursement method described in section 1834(a) of the Social Security Act
(42 U.8.C. 1395m), payment for durable medical equipment.
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Payment for items with nc Medicare fee, Medicaid fee, or average wholesaie price shall be made at the
manufacturer’s suggesied retail price less 15 percent.

Payment for items with no Medicare fee, Medicaid fee, average wholesale price, or manufacturer’s suggested retail
price shall be made at the dealer’s cost pius 1¢ percent. The actual invoice for the item from the manufacturer must
be submitted with the claim, Catalog pages or printouts supplied by the provider are not considered invoices.

For selected medical services, supplies, and equipment, including equipment servicing, that generally do not vary
significantiy in quality from one provider tc another, the payment shall be the lowest price for which such devices
are widely and consistently available in a locality.

Payment for used equipment shall not exceed 80 percent of the purchase allowance.

Ne aliowance shall be made for dsiivery, freight, postage, or other the CDAC and CCO services were set in
accordance with 441 lowa Adminisirative Code 79.1(1):c.

CCO;

For the consumer choices option service raies, the department computes the utilization adjustment factor for each
service by dividing the net costs of all claims paid for the service by the total of the authorized costs for that service,
using at least 12 consecutive months of aggregate service data. The utilization adjustment factor shall be no lower
than 60 percent. The department shall anatyze and adjust the utilization adjustment factor at least annually in order to
maintain cost neutrality. Respite and home and vehicle modification services are not subject to the utilization
adjustment.

For services that the member self-directs through the Consumer Choices Option (i.e.. self-directed personal attendant
care, individualized directed goods and services, and self-directed community support and employment}, the
member negotiates a rate with the entity providing services, goods. and supports. The Financial Management
Service and the Individualized Service Budget supports of CCO are reimbursed by a fee schedule that sets ar upper
Timit for those services.

UVETVICW

441 lowa Administrative Code 79.1 sets forth the principles governing reimbursement of providers of medical and
health services. Specifically, “tJhe basis of payment for services rendered by providers of services parficipatmg in
the medical assistance program is either a system based on the provider’s allowable costs of operation ot a fee
schedule. Generalty, institational types of providers such as hospitals and nursing faciiities are reimbursed on & cost-
related basis, and practitioners such as physicians, dentists, optometrists, and similar providers are reimbursed on the
basis of a fee schedule. Providers of service must accept reimbursement based upon the department’s methodology
without making any additional charge to the member. Reimbursement types are described at 441 lowa
Administrative Code 79.1(1}

Fee schedules. Fees for the various procedures involved are determined by the department with advice and
consultation from the appropriate professional group. The fees are intended to reflect the amount of resources (time,
training, experience) involved in each procedure. Individual adjustments will be made periodically to correct any
inequity or to add new procedures or eliminate or modify others.

If product cost is involved in addition to service, reimbursement is based either on a fixed fee, wholesale cost, or on
actual acquisition cost of the product to the provider, or product cost is included as part of the fee schedule.
Providers on fee schedules are reimbursed the lower of:

(1) The actual charge made by the provider of service.

(2) The maximum allowance under the fee schedule for the item of service in question.

Fee schedules in effect for the providers covered by fee schedules can be obtained from the department’s Web site
at: htip://dns.iowa.gov/ime/providers/csrp/fee-schedule.

All provider rates are part of lowa Adminisirative Code and are subject to public comment any time there is change.
Rate determination methods are set forth in lowa Administrative Code and subject to the State’s Administrative
Procedures Act, which requires a minimum twenty-day public comment period. A public hearing by the state
agency to take comments is not requived unless at least twenty-five persons demand a hearmng, though Agency’s
often schedule a public hearing regardless of the number of comments received. The state agency may revise a rule
in response to comments received but is not required to do so. This informatios is on the website as well as
distributed to stakeholders when there is a change. Legislators consider constituent input and volume regarding the
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sufficiency of the rates balanced with budgetary allowances.

MCO:

MCO capitation rate development methodelogies are described in the §1915(b) watver and associated materials. To
estimate the fee-for-service population in Waiver Year 4, the State assumed that the same number of unigue
individuals would receive services for the waiver vear, althoogh the payment basis will be blended berween fee~for-
service and managed care based on the waiver effective date and managed care Implementation date. As such, the
average cast per unit 1s ilustrated as a combination of that assumed previously for the fee-for-service population
biended with the applicable portion of the year at the assuned managed care unit cost rates. The cost per unit for
services delivered under managed care were developed as the fee-for-service cost per unit amounts grossed up to
reflect total capitation payment reimbursement represeniing the average LTSS blended capitation rate for the rate
cells. Non-contract providers would be responsibie for submitting claims to the MCO. The MCO would then
reimburse the provider at a rate consistent with the MCQO’s contract with the State. Non-contract providers wouid be
responsible for submitting claims io the MCO. The MCO would ther reimburse the provider at a rate consistent
with the MCO’s contract with the State.

h. Flew of Billings. Describe the flow of billings for waiver services, specifying whether provider bilimgs flow directly
from providers to the State's claims payment sysiem or whether billings are routed through otber intermediary entities.
If billings flow through other intermediary entities, specify the entities:

For fee-for-service members, providers shall submnit claims on a monthly basis for waiver services provided to each
member served by the provider agency. Providers may submit manual or electronic claim forms. Electronic claims
must utilize a HIPAA compliant software, PC-ACE Pro 32, and shall be processed by the IME Provider Services
Unit. Manual claims shall be directed to the lowa Medicaid Enterprise {IME)/Provider Services Unit.

Providers shall submit a claim form that accurately reflects the following: (1) the provider's approved NP1 provider
number; (2} the appropriaie waiver procedure code(s} that correspond to the walver services authorized in the [SIS

service plan; and (3} the appropriate waiver service unit(s) and fee that corresponds fo the 515 service plan.

The IME issues provider payvments weekly on each Monday of the month, The MMIS system edits insure that

payment will not be made for services that are not included in an approved ISIS service plan. Any change o 1SIS

data generates a new authorization milestones for the case manager or health home care coordinator. The ISIS
process culminates in a final ISIS milestone that verifies an approved service plan has been entered inio ISIS. ISIS
data is updated daily into MMIS.

For MCC members, providers bill the managed care entity with whom a member 1s enrolied in accordance with the
terms of the provider’s contract with the MCO. Providers may not bill Medicaid directly for services provided to
MCO members.

Appendix I: Fipancial Accountability
I-2: Rates, Billing and Claims (2 of 3}

e. Certifving Public Expenditures (select ong):

& No, State or local government agencies do not certify expenditures for waiver services,

.- Yes. State or local government agencies directly expend fands for part or all of the cost of waiver
services and certify their State government expenditures (CPE} in Dieu of billing that amount to
Medicaid.

Select ar least one:

" Certified Public Expenditures (CPE) of State Public Agencies.

Specify: (a) the State government agency or agencies that certify public expenditures for waiver services;
(b} how it 15 assured that the CPE is based on the toial computable costs for waiver services; and, (¢) how
the State verifies that the certified public expenditures are eligible for Federal financial participation in
accordance with 42 CFR §433.51(b).(Indicate source of revenue for CPEs in liem 1-4-a.)
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" Certified Public Expenditures (CPE) of Local Government Agencies.

Specify: (a) the local government agencies that incur certified public expenditures for waiver services; (b)
how it is assured that the CPE is based on fotal computable costs for walver services; and, (¢) how the State
verifiss that the certified public expenditures are eligible for Federal financial participation In agcordance
with 42 CFR §433.51(b). {Indicate source of revenue for CPEs in ltem J-4-b.)

Appendix I: Finapcial Accountability
I-2: Rates, Billing and Claims (3 of 3)

d. Billing Validation Process. Describe the process for validating provader billings to produce the claim for federal
financiai participation, including the mechanism(s) to assure that all clains for payment are made only: (a) when the
individual was eligible for Medicaid waiver payment on the date of service: (b) when the service was included in the
participant's approved service plan: and, (¢} the services were provided:

The MMIS sysiem edits to make sure that claim payments are made only when a member is eligible for waiver
payments and when the services are inciuded in the service ptan. An member is eligible for a Medicaid Waiver
payment on the date of service as verified in ISIS. The billing validation method includes the date the service was
provided, time of service provision, and name of actual member providing the service. Several entities monitor the
validity of claim payments: (1} case manager, or health home coordinator ensures that the services were provided by
reviewing paid claims information made available to them for each of their members through ISIS: (2) the lowa
Department of Human Services Bureau of Purchased Services performs financial audits of providers to ensure that
the services were provided; (3) the IME Program Integrity Unit performs a variety of reviews by gither random
sample or outlier algorithms.

The MMIS system includes system edits 1o ensare that prior to issuing a capitation pavment to an MCO the member
is eligibie for the watver program and is enrolied with the MCO. MCOs must implement system edits to ensure that
claim pavments are made only when the member is eligible for wajver payments on the date of service. The MCOs
are required to develop and maintain an electronic community-based case management system that captures and
tracks service delivery against authorized services and providers. The State monitors MCO compliance and system
capability through pre-implementation readiness reviews and ongoing monitoring such as a review of sampied
payments to ensure that services were provided and were included In the member’s approved plan of care. The
MCQs are also responsibie for program integrity functions with DHS review and oversight.

When inappropriate billings are discovered {i.e.: overpayments determmed) the provider is notified in writing of the
overpayment determination. The provider either submits a refund check to the IME or the overpayment 15 set as a
credit balance within the MMIS. Future claim pavments are then used to reduce and eliminate the credit balance.

Meanwhile, the overpayments are recorded and reported to the state data warehouse vsing an end-of-month A/R
reporting process. Any overpayments determined during a particular month are reported for that month. Any
recoveries of these overpayments are similarly recorded and reported to the state data warehouse using the same end-
of-month A/R_ process and for the month in which the recoveries were made. The dates on which the respective
overpayments occurred and the recoveries made are part of this month-end A/R reporting. Bureau of Fiscal
Manpagement staff then extracts this reporting from the data warshouse to construct the CMS-64 report, the official
accounting report submitted by the Department to CMS (the state's claiming mechanism for FFP). The CMS-64
report shows CMS what lowa's net expenditures are for the quarter and 15 used to determine & finai claim of federal
funds. The federal-doliar share of any overpayments not recovered within 12 months of the payment itself must be
returned to CMS and this is accomplished through the CMS-64 repost as well.

Prevention of member coercion:

The case managers, fHH care coordinators, and MCO CCBCMs are responsibie for conducting the interdisciplinary
team. for each member and ensuring the unencumbered right of the member to choose the provider for each service
that will meet the member's neads.
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The HCRBS Unit completes the lowa Personal Experience Survey 1o a randoim sample of members. A specific survey
question relates to the members™ ability to choose their providers, Any indication coercion will result in followup
action by the HCBS staff,

The IME HCBS Unit observes a random sample of interdisciplinary team (IDT) meetings conducied by MCG
Community Based Managers. This allows the HCBS Uit to note any member coercion o choice of providers.
HCRS staff then requests the final service plan to ensure that the final plar does mclude the services, units and
providers chosen by the member. Any changes and omissions require foltowup by the HCBS staff for resolution by
the MCO.

As part of the 2017 EQR process, a focused study was conducted regarding Person Centered Care Planning
processes of the MCOs. The EQR vendor conducted onsite visits to review MCC documentation of person centered
care planning (including freedom of choice} for a sample of MCO members to verify that MCOs are maintaining
records of such processes. The results of this study will be provided to the IME in Spring 2018. MCO account
managers will then work with the MCOs to ensure that choice ts documented as patt of the overall process.

e. Billing and Claims Record Mainienance Requirement. Records documenting the audit wail of adjudicated claims
{(inctuding supporting documentation) are mainiained by the Medicaid agency, the operating agency (if applicable),
and providers of waiver services for a minimum period of 3 vears as required in 45 CFR §92.42.
Appendix It Financial Accountability
i-3: Pavment (1 of 7)

a. Method of payments - MWIS (select one):

" Payments for all waiver services are made through an approved Medicaid Management Information
System (VEMIS).
- Pavments for some, but nof all, waiver services are made through an approved MMIS.

Specify: (a) the waiver services that are not paid through an approved MMIS; (b) the process for making such
payments and the entity that processes payments; (c) and how an audit trail is mamtained for all state and federal
funds expended outside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these
expenditures on the CMS-64:

_- Payments for waiver services are not made through an approved MMIS,

Specify: {(a) the process by which payments are made and the entity that processes payments: (b) how and
through which system(s) the pavments are processed; {¢) how an audit frail is maintained for all state and federal
funds expended outside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these
expenditures on the CMS-64;

‘& Payments for waiver services are made by 2 managed care entity or entities. The managed care entitv is
paid 2 monthly capitated payment per eligible enrollee through an appreved MMIS,

Describe how payments are made o the managed care entity or entities:

Payments for waiver services for fee-for-service enrollees are made by DHS throngh the MMIS. Capitation
payments to MCOs are made by the MMIS. The MMIS has recipient eligibility and MCO assignment
information. When a reciplent is enrolled in an MCO, this is reflected on his/her ehgibility file and monthiy
payment flows from the MMIS to the MCO via an 837 transaction. A monthly payment to the MCO on behalf
of each member for the provision of health services under the coniract. Payment is made regardiess of whether
the member receives services during the month.
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Appendix [: Fipancial Accountability

I-3: Pavment (2 of 7)

b. Direct payment. In additior to providing that the Medicaid agency makes payments directly to providers of waiver
services. payments for waiver services are made utilizing one or more of the followmg arrangements {seleci a7 least

onel:

of

The Medicaid agency makes payments directly and does not use a fiscal agent {comprehensive or limited)

or a managed care entify or enfities,
The Medicaid agemcy pavs providers through the same fiscal agent used for the rest of the Medicaid

program.

« The Medicaid agency pays providers of some or all waiver services through the use of a limited fiscal

agent.

Specify the limited fiscal agent. the waiver services for which the Timited fiscal agent makes payment, the
functions that the limited fiscal agent performs In paying waiver claims, and the methods by which the Medicaid
agency oversees the operations of the limited fiscal agent:

For payments made by the IME:

Providers are informed about the process for billing Medicaid directty through annual provider training, IME
informational bulletins, and the IME provider manual.

When 2 provider has beep enrolled as a Medicaid provider, IME Provider Services mails the provider an
enrollment packet that includes how the provider can bill Medicaid directly. The Provider billing manual is also
availabie on the Towa DHS website at: hitp:/dhs jowa.gov/policy-manuals/medicaid-provider.

"Providers through the CCO program are issued instructions on billing through the FMS. MMIS will not aliow

payment for services authorized through CCO.

IME exercises oversieht of the fiscal agent through both the ISIS system and through cur Core Unit.

For payments made by the MCCx:

For MCO enroliees, for the self-direction option of the waivers, payments will be made to & financial
management service, which will be designated by the state as ap organized healthcare delivery system 1o make
payments to the entities providing support and goods for members that self-direct. The financial management
service must meet provider qualifications established by the state and pass a readiness review approved by the
state and be enrolled as & Medicaid provider with the state. The state will also oversee the operations of the
financial management service by provide periodical audits.

IME exercises oversicht of the fiscal agent through both the ISIS system and through our Core Unit. The IME
Core unit performs a myriad of functions for the Iowa Medicaid Enterprise including, but not limited to,
processing and paying claims, handling mail, and reporting. This unit also maintains and updates the automated
eligibility reporting system known as ELVS. IME has regularly scheduied meetings with Core that has
thresholds of measurements they are required to meet to assure quality.

Providers are paid by a managed care entity or enfities for services that are included in the State's

contract with the entity.

Specify how providers are paid for the services (if any} not included in the Staie's contract with managed care
entities.

N/A

Appendix : Financial Accountability

E-3: Pavment (3 of 7)

c. Supplemental or Enhanced Payments. Section 1902(a)(30) requires that payments for services be consistent with
efficiency. economy, and quality of care. Section 1963(a)(1) provides for Federal financial participation to States for
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expenditures for services under an approved State pian/waiver. Specify whether supplemental or enbanced payments
are made. Select one:

“#: No, The State does not make supplementa) or enhanced payments for waiver services,

" Yes. The State makes supptemental or enkanced payments for waiver services.

Describe: {a) the nature of the suppiemental or enhanced payments that are made and the waiver services for
which these payments are made; (b) the rypes of providers to which such paymenis are made: {c) the source of
the non-Federal share of the suppiemental or enhanced payment; and, (d) whether providers eligible to receive
the supplemental or enhanced paymept retain 100% of the total computable expenditure claimed by the State to
CMS. Upon request, the State will furnisk CMS with detailed information about the total amount of
suppiemental or enhanced payments to each provider type in the waiver.

Appendix 1: Financial Accountability
B-3: Paviment (4 of 7)

d. Pazvments to State or Local Government Providers. Specify whether State or local government providers receive
pavmeni for the provision of waiver services.

*® No. State or local government providers do not receive payment for waiver services. Do not complete Item
1-3-e.
Yes. State or local government providers receive pavment for waiver services. Complete ktem 1-3-e.

Specify the tvpes of State or local government providers that receive payment for waiver services and the
services that the State or local government providers furnish:

Appendiy I Financial Accountability
[-3: Pavinent (5 of 7)

e. Amount of Payment to State or Local Government Providers.

Specify whether any State or local government provider receives payments (inciuding regular and any supplemental
payments) that in the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how
the Staie recoups the excess and rewurns the Federal share of the excess to CMS on the quarterly expenditure report.

Select one:

Answers provided in Appendix I-3-d indicate that you do not need to compiete this section.

The amount paid to State or local government providers is the same as the ameent paid to private
providers of the same service.

The amount paid to State or local government providers differs from the amount paid to private
providers of the same service. No public provider receives payments that in the aggregate exceed its
reasonable cosis of providing wakver services.

" The amount paid to State or local government providers differs from the amount paid to private
providers of the same service. When a State or local government provider receives payments
(including regular and any supplemental payments) that in the aggregate exceed the cost of waiver
serviees, the State recoups the excess and returns the federal share of the excess to CMS on the
guarterly expenditure report.
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Describe the recoupment process.

Appendix I: Financial Accountability
E-3: Pavment (6 of 7)

f. Provider Retention of Payments. Section 1903{a)(1} provides that Federa! matching funds are only available for
expenditures made by states for services under the approved walver. Select one:

. Providers receive and retain 100 percent of the amount claimed to CMS for waiver services.
‘& Providers are paid by 2 managed care entity (or entities) that is paid 2 monthly capifaied payment.

Specify whether the monthly capitated payment to managed care entities is reduced or retumed In part 1o the
State,

For fee-for-service enroliees, providers receive and retain [00% of the amount claimed 1o CMS for waiver
services. The payment to capitated MCOs is reduced by a performance withhold amourt as outlined in the
contracts betweenn DHS and the MCOs. The MCOs are eligible 1o receive some or all of the withheld funds
based on the MC(Q’s performance in the areas outlined in the contract between DHS and the MCOs.

Appendix I: Financial Accountability
I-3: Payment (7 of 7)

g. Additional Pavment Arrangements

=

i. Voluntary Reassienment of Pavmenis to a2 Governmental Agency. Select one:

%' Ng. The State does not provide that providers may voluntarily reassign their right to direct
pavmerts to 2 governmental agency.

" Yes. Providers may voluntarily reassign their right to direct payments to 2 governmental
agency as provided in 42 CFR §447.10(e).

Specify the governmental agency (or agencies) to which reassignment may be made.

ii. Oreanized Health Care Delivery System. Select one:

... No. The State does not employ Organized Health Care Delivery System (OHCDS)
arrangements under the provisions of 42 CFR §447.10.

‘® Yes. The waiver provides for the use of Organized Health Care Delivery System
arrangements under the provisions of 42 CFR §447.10.

Specify the following: (a) the entities that are designated as an OHCDS and how these entities qualify for
designation as an OHCDS; (b} the procedures for direct provider enroliment when a provider does not
voluntarily agree to contract with a designated OHCDS; (c) the method{s} Tor assuring that participants
have free choice of qualified providers when an OHCDS arrangement is employed, including the
selection of providers not affiltated with the GHCDS; (d) the method(s} for assuring that providers that
furnish services under contract with an QHCDS meet apphicable provider qualifications under the watver;
(e) how it 1s assured that OHCDS comtracts with providers meet applicable requirements; and, (f) how
financial accountability is assured when an OHCDS arrangement is used:
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Enrolled Medicaid providers can choose to subcontract to non-enrolled providers for the provision of
Home and Vehicle Modifications and Assistive Devices. The authorization for the service and the
Medicaid payment for the authorized service is made to the enrolled Medicaid provider that would then
forward payment to the subcontractior i accordance with their contract.

Any subcontractor who 15 qualified to enroll with lowa Medicaid is encouraged to de so. No provider is
denied Medicaid enrollment for those services that they are qualified to provide. Walver providers are
not required to contract with an OHCDS in order to furnish services to members.

When the case manager, health home coordinator or community-based case manager has assessed the
need for any waiver service, the member 1s offered the full choice of availabie providers. The member
has the right to choose from the available providers; the list of providers s available through the case
manager, health home coordinator or communify-based case manager, and is alse available through the
IME and MCO websites. In accordance with the Iowa Administrative Code, all subcontraciors must
meet the same criteria guidelines as enrolled providers and the coniracting enrolied provider must
confirm that all criteria is met.

The Financial Management Services entities are destgnated as an OHCDS as long as they meet provider
guakifications as specified in C-3. Jowa Medicaid Enterprise {the state Medicaid agency) executes a
provider agreement with the OHCDS providers and MCOs contract with an IME enrolled Financial
Manzgement Services solution. The Financial Management Services provided by the OGHCDS s
voluntary and an alternative billing and access is provided to both watver members and providers.
Members have free choice of providers both within the OHCDS and external io these providers.
Providers may use the alternative certification and billing process developed by the Towa Medicaid
Enterprise. Members are given this information during thelr service plan development. Providers are
given this information by the OHCDS. The Designated OHCDS reviews and certifies that established
provider gualifications have been met for each individual or vendor receiving Medicaid reimbursement.
Annually each provider will be recertified as a qualified provider.

Emplover/employee agreements and timesheets document the services provided if waiver members elect

.lohire and manage their own workers. The purchase of goods and serviges s documented through e

receipis and/or invoices. For each purchase for fee-for-service members, Medicaid funding from the
MMIS to the provider of the service is accurately and appropriately tracked through the use of lowa’s
ISIS system. Financial oversight and monitoring of the OHCDS is administered by the lowa Medicaid
Enterprise through an initial readiness review to determine capacity to perform the waiver services and
throughout the vear using a reporting system, random case file studies and the regular Medicaid audit
process. MCOs are contractually required to develop a system to track all OHCDS Fmancial
Management Services, which is subject to DHS review and approval. Further, the MCOs maintain
financial oversight and monitoring with ongoing review and authority retained by DHS.

A provider must enroll with Medicaid prior to being eligible to enroll with 2 managed care
organization. They are not required to contract with 2 MCO as this is a providerMCO coniractual
arrangement. However, Medicaid will notify the MCO of all providers eligible to provide services.

Each MCO has different systems that maintains authorized service plans. Many of the services are prior
authorized and claims are adjudicated against the authorizations.

fii. Conftracts with MCOs, PIHPs or PAHPs. Seleci one:

" The State does not contract with MCOs, PIHPs or PAHPs for the provision of waiver services.

The State contracts with 2 Managed Care Organization{s) (MCOs) and/or prepaid inpatient heaith
plan{s) (PIHP) or prepaid ambulatory health plan(s) (P AHP) under the provisions of §1915¢a)(1) of
the Act for the delivery of waiver and other services. Participants may voluntarily elect to receive
waiver and other services through such MCOs or prepaid health plans. Contracts with these health
plans are on file at the State Medicaid agency.

Describe: {a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1); (b)
the geographic areas served by these plans; (c) the waiver and other services furnished by these plans;
and, (d) how payments are made to the health plans.
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‘% This waiver is a part of a copcurrent §1915(h)/§1915{c) waiver. Participants are required to obtain
waiver and other services through a MCO and/or prepaid inpatient health ptan (PIHF) or a
prepaid ambulatory health plan (PAHR). The §1915(k; waiver specifies the fypes of health plaps
tirat are used and how payments ¢ these plans are made. '

"' This waiver it a part of a concurrent [11115/01915({c} waiver. Participants are required to obtain
waiver and other services through a MCO and/or prepaid inpatient health plan (PTHP} or a
prepaid ambulatory health plan (PAHP). The T1115 waiver specifies the types of health plans that
are wsed and bow payments to these plans are made.

Appendix [: Finapcial Accountability
[-4: Non-Federal Matching Funds (1 of3)

a. State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the State source or sousces
of the non-federal share of computable waiver costs. Select af least one:

+ Appropriation of State Tax Revenues fo ihe State Medicaid agency
" Appropriation of State Tax Revenues to a State Agency other than the Medicaid Agency.

If the source of the non-federal share is appropriations to another state agency (or agenciss), specify: (a} the State
entity or agency receiving appropriated funds and (k) the mechantsro that is used to transfer the funds to the
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching
arrangement, and/or, indicaie if the funds are directly expended by State agencies as CPEs, as indicated in ltem
I-2-¢

Oiher State Fevel Source(s) of Funds,

Specify: (a) the source and narure of funds; (b) the entity or agency that receives the funds: and. (¢) the
mechanism that s used to wansfer the funds to the Medicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer 1GT), including any matching arrangement. and/or, indicate if funds are directly
expended by State agencies as CPEs, as indicated in ltem I-2-c:

H s

L

Appendix I! Financial Accountability
I-4: Non-Federal Matching Funds 2 of 3)

b. Local Government or Other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the
source or sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

‘& Not Applicable. There are no local government level sources of funds utilized as the non-federal share.

Applicabie

Check each that applies.

ﬂﬂﬂﬂﬂ Appropriation of Local Government Revenues.
Specify: (a) the local government entity or entities that have the authority 1o levy taxes or other revenues;

(b) the source(s) of revenue; and, (c) the mechanism that is used to transfer the funds to the Medicaid

Agency or Fiscal Agent, such as an Infergovernmental Transfer (1GT), including any maiching arrangement
(indicate any intervening entities in the transfer process), and/or, indicate if funds are directly expended by
local government agencies as CPEs, as specified in Item }-2-c:
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" Other Local Government Level Source(s) of Funds.

Specify: {a) the source of funds: (b} the local government entity or agency receiving funds; and, (c) the
mechanism that is used to transfer the funds to the State Medicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer (1GT), including ary maiching arrangement. and/or, indicate if funds are
directly expended by local government agencies as CPEs, as specified in ltem 1-2-¢:

H

H

Appendix [: Financial Accountability
I-4: Non-Federal Matching Funds (3 of 3)

¢. Information Concerning Certain Sources of Funds. Indicate whether any of the funds listed in Jtems I-4-a or I-4-b
that make up the non-federal share of computable waiver costs come from the foliowing sources: (a) health care-
related taxes or fees; (b) provider-related donations; and/or, (c} federal funds. Select one:

% None of the specified sources of funds contribute to the non-federal share of computable waiver costs

The foliowing source(s} are nsed
Check each that applies:

" Provider-related donations
" Federal funds

For each source of funds indicated above, describe the source of the funds in detail:

Appendix [: Financial Accountability

I-5: Exclusion of Medicaid Payment for Room and Board
a. Services Furnished in Residential Settings. Selecr one:

No services under this waiver are furnished in residential setiings other than the private residence of the
individual.

‘® Ag specified in Appendix C, the State furnishes waiver services in residential settings other than the
personal home of the individual
b. Method for Excluding the Cost of Room and Beard Furnished in Residential Settings, The following describes
the methodology that the State uses fo exclude Medicaid payment for room and board in residential setfings:

As specified in lowa Administrative Code, Iowa does not reimburse for room and board costs, except as noted for
providers of out of home respite services. The provider manuals contain instructions for providers o follow when
providing f{inancial information to determine rates. It states that room and board cannot be included in the cost of
providing services. Most respite payments are based upon fee schedules detailed in the lowa Administrative

Code. That fee schedule bas ne allowance for room and board charges. Respite provided by a home health agency 13
limited to the established Medicare rate.

The exclusion of room and board from reimbursement 15 ensured by the Provider Cost Audit Unit. When providers
submit cost report documentation and rate setting changes, the Provider Cost Audit Unit accounts for all line items
and requests justification for all allocated costs (administrative and other). If it is defermined that a provider has
attempled to inclode room and board expenses in cost audits or rate setfing documentation, the provider is instructed
to make the adjustment and further investigation is conducted to determine if previous reimbursement needs fo be
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recouped by the lowa Medicaid Enterprise.

All providers of waiver services are subject to a billing audit completed by the Department of Duman Services
Bureau of Purchased services,

Any payment from an MCO to residential seftings is made explicitly for the provision of services as defined by this

waiver and excludes room and board, As part of the ongoing moniioring process of MCiOs, the State will ensure that
payments to residential seftings are based solely on service costs.

Appendix I: Financial Accountability

I-6: Pavment for Rent and Food Expenses of an Unrelated Live-In Caregiver
Reimbursement for the Rent and Food Expenses of an Unrelated Live-In Personal Caregiver. Selecr one;

‘€ Ng. The State does not reimburse for the rent and food expenses of an unrelated live-in personal
caresiver who resides in the came household as the participant.

‘. Yes. Per 42 CFR §441.310(2)(2)(ii), the State will ckaim FFP for the additional costs of rent and food
that can be reasenably attributed to an unrelated live-ip personal caregiver who resides in the same
houschold as the watver participant. The State describes its coverage of live-in caregiver in Appendix
-3 and the costs atiributable to rert and food for the live-in caregiver are reflected separately in the
computation of factor D (cost of waiver services) in Appendix I. FFT for rent and food for 2 live-in
caregiver will mot be elaimed when the participant lives in the caregiver's home or in 2 residence that s
owned or leased by the provider of Medicaid services,

The following is an explanation of: {a) the method used to apportion the additional costs of rent and food
attributable to the unrelaied live-in personal caregiver that are incured by the individual served on the waiver and
{b) the method used to reimburse these costs:

Appendix I Financial Accountability
I-7: Participant Co-Pavments for Waiver Serviees and Other Cost Sharing (1 of

5)

a. Co-Payment Requirements. Specify whether the State imposes a co-payment or similar charge upon waiver
participants for waiver services. These charges are calculated per service and have the effect of reducing the total
computabie claim for federal financial participation. Select one:

‘& Mo, The State does not impose a co-payment or similar charge upon participants for waiver services.
... Yes. The State imposes 2 co-payvment or similar charge upon participants for one or more waiver services,

i. Co-Pay Arrangement.

Specify the types of co-pay arrangements that are imposed on waiver participants (check each that
applies):

Charges Associated with the Provision of Waiver Services (if any are checked, complete ltems I-7-a-ii
through I-7-a-iv):

~ MNominal deductible
~" Coinsurance
7 Co-Payment
" Other charge

Specify:
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Appendix I: Finapcial Accountability

I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (2 of
%)

a. Co-Payvment Requirements.

ii. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix I-7-2 indicate that you do not need to complete this section.

Appendix [: Financial Accountability
I

-7: Participant Co-Pavments for Waiver Services and Other Ceost Sharing (3 of
) _

Lh

a. Co-Pavinent Requirements,

fit. Amount of Co-Pay Charges for Waiver Services,

Amswers provided in Appendiz I-7-2 indicate thaf vou do not need to complete this section.

Appendix I Finapcial Accountability
i
5

-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of
)

- Co-Payvmrent Requirements:

tv. Cumulative Maximum Charges.

Answers provided in Appendix i-7-a indicate that you do not need to complete this section.

Appendix I: Financial Accountability

I-7: Participant Co-Pavments for Watver Services and Other Cost Sharing (5 of
)

2]

b. Other State Requirement for Cest Sharing. Specify whether the State tmposes a premium, enroliment fee or
similar cost sharing on waiver participants. Select one:

% No. The State does not impose a premium, enrolment fee, or similar cost-sharing arrangement on
walver participants,

© Yes. The State imposes a2 premium, enrollment fee or similar cost-sharing arrangement.

Describe in detall the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enroliment
fee); (b) the amount of charge and how the amount of the charge is related fo fotal gross family income; (¢) the

groups of participants subject to cost-sharing and the groups who are excluded; and, (d) the mechanisms for the
collection of cost-sharing and reporting the amount collected on the CMS 64;
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Appendix J: Cost Neutrality Demonstration
J-1: Composite Overview and Demonstration of Cost-Neutrality Formula

Composite Overview. Compiete the fields in Cols. 3, 5 and 6 in the following table for each waiver year. The fields in
Cols. 4, 7 and & are anto-calculated based on entries in Cols 3, 5, and 6. The fields in Col. 2 are auto-calculated using the
Factor [ data from the J-2-d Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of
Facior D tables in J-2-d have been completed,

Level(s) of Care: Nursing Facility

(ool 1 Col. 2 Col. 3 Col. 4 Col. § Col. 6 Col. 7 Col. 8

'Y ear fF actor IF Facior D' 1 otal: D+ Factor G Factor GG’ Total: G+GWifference (Col 7 less Columud
1 844223 17545248 25987.4% 29482.00F 10374.00 39856.00 13868.53,

2 8621.67 18247.05 26868.72 30072.00% 10789.00 40861.00 13992.28
3 8794.9% 18976.93 27771.92= 30673.00 11221.00 41854 00 14122.08
4§ B970.2E 19736.01 28706.2% 31287.008 11669.00 4295600 1424978
5 1 915481 2052545 29680.24 31912.00 12136.00 44048.00 14367.74

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (1 of 9)

a. Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants from ltem B-3-a
who will be served each vear that the waiver is in operation. When the walver serves mdividuals under more than one
leve] of care, specify the number of unduplicated participants for each level of care;

Yable: J-2-a: Unduplicated Participants

D RTr DO OF D ICT et P aETTOTaTe ="
Waiver Ve Total Unduplicated Number of by Level of Care (if applicable)
aiver Year Participants (from ftem B-3-2) Level of Care:
] Nursing Facilify
Year 1 1492 1492
Year 2 1524 1522
Year 3 1553 1553
Year 4 1584 1584
Year 3 1613 1615

Appendix J: Cost Neutralitv Demonstration
J-2: Derivation of Estimates 2 of 9

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by
partictpants in item }-2-a.

The average length of stay (AL.OS) 1s expecied to remain the same throughout the five years of the waiver. The
ALOS days were based on the 08/01/14 — 07/31/15 372 reports that incorporated historical ALOS back to 08/01/12.

The CMS 372 reports used to develop and report ALOS is August I, 2034 — July 31, 2015.

Unduplicated participants were trended based op assumption provided by the State’s actuary. Lapse rates were
included in the assumpiion calcuiations provided by the actuary.

The increases in the total unduplicated number of participants were trended at a 2% increase based on the
assumptions provided by the actuary and historical trends.
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Limitation on the Number of Participants Served at any Point in Time were projected at 3% growth each year based
on historical growth and average moitthly costs per recipient on the waiver.

Appendix J: Cost Neutrality Demonstratien

J-2: Derivation of Estimates (3 of 9)

c. Derivaiion of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the
following factors.

i. Factor D Derivation. The estimaies of Factor D for each watver vear are located in liem J-2-d. The basis for
these estimaies is as follows:

Factor D 1s not impacted by the increase in the population. However, Factor D is impacted by the transition
from a fee-for-service program to @ managed care capitation rate program. n the prior waiver period, Factor
D was adjusted due to the transition fo managed care. In this submission, the post-managed care values were
increased by 2% each waiver vear. The increase int the number of unduplicated participants reflects the
managed care program’s incentive to move individuals from the instifutional setiing to the HCBS waiver
commurity setting,

The new participants are not expected to change the characteristics (risk profile) of the population. The
underlying capitation rates reflect the risk profile of those qualifying for the HCBS warver, which are
reflected 1 Factor D and Factor D’.

The 2% increase is trended based on the assumptions provided by the actary and historical mends.
ii. Factor D' Derivation. The estimates of Factor I' for each waiver year are included in ftem J-1. The basis of
these estimates is as follows:

Factor I is not impacted by the increase in the population. However, Factor D' is impacted by the ransition
from a fee-for-service proeram to a managed care capitation rate program. In the prior waiver period, Factor

> was adjusted due to the transition to managed care. In this submission. the post-anaged care values were
increased by 4% each waiver vear, The increase in the number of unduplicated participants reflects the
managed care program’s incentive to move individuals from the institutional setting to the HCBS waiver
community setting. Factor [’ projections were based on assumptions provided by the State’s actuary.

The new participants are not expecied 1o change the characteristics (risk profile) of the population. The
underlying capitation rates refiect the risk profile of those gualifying for the HCBS waiver, which are
reflected in Factor D and Factor D',

Factor D’ projections were based on assumptions provided by the State’s actuary.

The 4% mcrease is trended based on the assumptions provided by the actuary and historical trends.
iii. Factor G Derivation. The estimates of Factor G for each waiver year are included in ftem J-1. The basis of
these estimates 15 as follows:

The Factor G derivation is based on MSIS reports through Julv 31, 2015, Factor G projections were increased
by 2% per vear based on historical increases and on assamptions provided by the State’s actuary.

The CMS 372 reports the State files annually are based on MMIS reports.
iv. Factor G' Derivaiion. The estimates of Factor ' for each waiver year are included in ftem J-1. The basis of
these estunates 15 as follows:

Based or MSIS reports through July 31, 2015, Factor G' projections were increased by 4% per vear based on
historical increases and on assumptions provided by the State’s actuary. The CMS 372 reports the State files
annually are based on MIMIS reports.

The change in the number of lives does not have any influence over the calcutation of Factor G and/or Factor
G’. These are established from historical data and have been maintained from the prior waiver amendment
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filings. Factor G* was carried forward without adjustment from the prior 1915(c) waiver filing. The
percentage increase for Pactor G' is derived from. historical lowa Medicaid cost trends.

Appendix J: Cost Neutralitv Demonstration
J-2: Derivation of Estimates (4 of 9}

Component management for waiver services. If the service(s) below includes two or more discrete services that are
reimbursed separately, or is 2 bundled service. each component of the service must be listed. Select “manage components™ o
add these components.

Waiver Services

Financial Management Services

Independent Support Broker

Individnal Directed Goods and Services

Self Direcied Persoral Care

Self-directed Community Support and Employment
Consumer-Direcied Attendant Care (Skilied)
Consumer-Directed Attendant Care (Unskilled)
Home and Vehicle Modification

Personal Emergency Response

Specialized Medical Equipment

Transportation

Appendix I: Cost Neutralitv Demwonstration
g-2: Derivation of Estimates (Sef ®)

d-—Estimate-of Factor-bB-:

it. Concurrent §1915(b)/§1915(c) Waivers, or other authorities ulilizing capitated arrangements (i.e., 1915(a),
1932(a), Section 1937). Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fieids for all the Waiver Service/Component items. 1f applicable, check the
capitation box next to that service. Select Save and Calculate to automatically calculate and populate the Component
Costs and Total Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the
J-1 Composite Gverview tabie.

Waiver Year: Year |

Waiver Service Capi- L. . . Compenent
. Tinit # Users ve. Teits Per User | Ave, Cost/ Linit - ‘ot 5
Component tation Ave Umi 8 Cost/U Cost Total Cost
Firancial
Management Services 40692.30
Total:
Financial e T £ v
i ) i P f -
Management Services | - { Month ‘ 59i ! 10.004 6897% 40692.30|
Independent Suppor( M
Broker Fotal: ] 10903.50
Independent R i : ! o
Support Broker - {1 How ] ) JQE : 11.50 j 16.07 10903.50
GRAND TOTAL: [25958E3.90
Total: Services meiuded in capitaion:
Total: Services nol mchuded in capitancn 1259581350
Total Estimated Unduplicated Participants; 1492
Factor D (Divide total by number of participants): 844223
Services included in capitaton:
Serwices not ncluded 1o capitation: 8442.23
Average Length of Stay on the Waiver: ‘7 327
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Wa‘lvcr Serviee/ Ca.pl- Unit # Users Avg, Units Per User Ave, Cost/ Unit CamPonent Total Cost
Component tation Cost
 Individnal Directed o
Goods and Services 112135.40
: Totak:
Individual Directed | ;
Goods and Services IMonth | 50 Eg 10,40 182 _75E 112135.40
Self Tvirected Personal i
Care Total: 3441 86.77
Self Directed \
Personal Care {Hour } 59 227.70 g 25,62EI 344186.77
Self-direcied
Community Support
and Employment 116919.18
Total:
Self-directed .
ity : ¢ ;!
Community Support gHUU—*—I ! ngg 134 00ik 14.69! 116919.18
and Emplovment ; :
Consumer-Direeted
Atiendant Care 1101i88.05
(Skilled) Totak:
CDAC - Individual : ; .
- Daify i daily § | EEE 363.00] i 47 _gg’ 31309.70
CDAC - Agency W ’ 20§g§ 949_00E 9.0 1E 171009.80
Indivi i ‘ N : - 5
CDAC - Individual S } 68 | 2633 201 3022 898865.15
Copsumer-Directed
Atiendant Care 1000046509
(Unskilied) Totak:
CDAC - Individual | WWM"? ! 6 16} 2633 20§ i 5.00 8110256.00
CDAC - Individual | - ; : - 1
- Daily tday : ]7[ 565.001 | 42'39E 26613245
d H 1 HH !
CDAC - Agency ) M i 19]§ % 949.0(% 8.96[ 162408164
Home and Vehicle
7
Modificatios Fofak: 221913.72
Flome and Vehicle | - | ; :
Modificaien |~ funit H 84 1 .O(}f | 2641 831 22191372
Persopal Emergency
Response Total: 294446.91
Install {install j | 89! 1.00 ; 72.39E 6442.71
Morthy - %6315 ]0_003 a 79_34E 288004.20
Specialived Medical .
Equipment Totak: 3G359.75
Speciatized ) i ik :
Medical Equipment iltem 1 79 EE 12.50 i Sﬁ.gzi 36359.75
Transportation Total:

GRAND FOTAL:

Total: Services inciuded In capitaton;

Total: Services not included in capitation:

Total Estimaied Undoplicated Participants:
Factor D (Divide 101al by number of particigants):
Services mncluded in capitation

Services not nciuded in capitation

Average Length of Stay on ine Waiver:

1259581390

1259581590

1492

844223

844223

¢
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=

o)

Total: Services imcluded in capitabon

‘Total: Services not included in capitation;

Total Estimated Unduplicated Participanis:

Facior I (Bivide (012l by nwmber of participants):

Services ncluded in capitairon.

Services not included in capatation:

Average Length of Stay on the Waiver:

w arver Service! Ca.pl- Unit # Users Avg. Units Per User | Avg. Cost/ Ukt Component Total Cost
Component tation Cost
316598.64
per Trip g | olf 0.00] 0.01 000
Per Mile [ j g0l 391830 LOjf} 316sosee
faonsng i ] -
GRAND TOTAL: 1259581350

12595513.9¢
1492
842,23

Appendix J: Cost Neutrality Demonstration

Ly

L

J-2: Derivation of Estimates (6 of 9)

d. Estimaie of Factor D

ii. Concurrent §1915¢(by/§1915(c) Waivers, or other authorities ntilizing capitated arrangements (i.e., 1915(a),
1932(a), Section 1937). Compiete the following table for each waiver year. Enter data into the Unit, # Users, Ave.

Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component iiems, If applicable, check the

capitation box next to that service. Select Save and Calculate 10 antomatically calculate and populate the Component
Costs and Total Costs fields. All fields in this table must be completed in order to populate the Facior D fieids in the
J-1 Composite Overview iable.

Waiver Year:; Year 2

Waiver Service!
Component

Capi- §

tation

Enit

# Users

Avg, Units Per User .

Avg, Cost/ Dnit

Component
Cost

Total
Cost

 Financial
 Manazement Scrvices
: Totat:

42214.00

Financial
Management Services

Month

60

I 10.00

78.35

42210.00}

Independent Support
Broier Total:

11309.10

Independent
Support Broker

_

! hour

60

11.50

11309.30

Individual Directed
Goods and Services
Total:

116319.84

Goods and Services

Individual Directed |

i month s

60

i 10.40]

116319.84

Care Totak:

Self Directed Personat |

 356988.06

Self Directed
Personal Care

§ hour

6011

227.70)

356988.06

Self-directed
Cormmnnity Support
acd Employment

- Total:

121248.12

Self-directed
Community Support
and Emplovment

60iF

134.90

14.98

121248.12
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Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State Medicaid
Agency

As a distinct component of the Siaie’s quality improvement strategy, provide information in the following fields to deiail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Administrative Authority
The Medicaid Agency retains ulfimate adminisirative guthority and responsibility for the operation of the waiver

pragram by exercising oversight of the performance of waiver functions by other siute and local/vegional non-siate
agencies (if appropriaie) and coniracied entifies.

i. Performance Measures

For each performance meesure the State will use to assess compiiance with the signutory assurance,
complete the following. Performance measures for adninistrative euthority should nor duplicaic measures

found in other appendices of the waiver application. As necessary and applicable. performance measures
should focus on:

e Uniformity of development/execution of provider agreements throughout all geographic areas coversd

by the wajver

Equitable distribution of waiver openings in all geographic areas covered by the waiver

Compliance with HCB settings requirements and other new regulaiory components (for waiver actions
submitied on or after March 17, 2014}

Where possible, include numeraior/denominaror.
For each performance measure. provide information on the aggregated data that will enable the Stare fo

analvze and assess progress toward the performance measure. In this section provide information on the
method by which each source of daia is analvzed statistically/deductively or inductively, how themes are

identified or conclusions drawn. and how recommendations arée Jormulaied. Wheré appropridie.

Performance Measure:
AA-1: IME shall measure the pumber and percent of required MCG HCBS PM
guarterly reports that are submitted timely. Numerator = # of HCBS PM quarterly

reports submitted timely; Denominator = # of MCO HCBS PM quarterly reports due in
a calendar quarter.

Prata Source (Select one):
Other

If "Other' is selected, specify:
MCO performance monitoring

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation  collection/generation each that applies):
{check each thar applies). | (check each thar applies).
T State Medicaid 7 Weekly W 108% Review
Agency
" Operating Agency ~¢ Monthly % Less than 106%
Review
" Sub-State Entify 7 Quarterly " Representative
Sample
Confidence
Interval =
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o Other " Anmnually

. Stratified
Describe Group:

" Continuously and T Other
Ongoing Specify:
T Other

Specify:

Data Aggregation and Analysis:

Responsibie Party for éats aggregation | Frequency of data aggregation and

and analysis (check each that applies): analysisicheck each that applies):
& State Medicaid Agency ... Weekly

" Operating Agency " Monthly

. Sub-State Entity «F Quarterly

.. Other . Annually

Page 2 of 43

7" Continuousty and Ongoing

. Othber

Specify:

Performance Measure:

AA-2: The IME. shall measure the number and percent of months in a calendar quarter
that each MCO reporied all HCBS PM data measures. Numeraior = # of months each
MCO entered all required HCBS PM data; Depominater = # of reportable HCBS PM

months i a calendar quarter.

Data Source (Select one):
Other

If 'Other' 1s selected, specify:
MCGQ perfomance monitoring

Responsible Party for Frequency of data
data collection/geperation | collection/generation
{check each thai applies): | (check each that applies):

Sampling Approach/check
each that applies):

" State Medicaid " Weekly  100% Review
Agency
. Operating Agency + Meonthly .. Less than 100%

Review
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. Sub-State Entity . Quarterly . Representative
Sampile
Confidence
Ioterval= ...
W Other — Annually " Stratified
Specify: Describe Group:
MCO =
™ Continuously and 7, Other
Ongoing Seecify: .
" Other
Specify: o

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Freguency of data ageregation and
analysis(check each that applies):

+/ State Medicaid Agency

- Weeldy

Page 3 of 43

~ Operating Agency

~ Monthly

" Sub-State Entity

« Quarterly

© Other

Specify:

"~ Annually

" Continuously and Ongoeing

. Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identify problems/issues within the wajver program, including frequency and parties

responsible.

Through the Bureau of Managed Care each MCO s assigned state staff as the contract manager; and other

stafe staff are assigned to aggregate and analyze MCO data,

This staff oversees the quality and timeliness

of monthly reporting requirements. Whenever data is late or missing the issues are immediately addressed by
each MCO account manager to the respective MCO.

b. Metbods for Remediation/Fixing Individeal Problems
i, Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide

information on the methods used by the State

to document these items.
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Quality Improvement: Waiver Draft [A.001.04.01 - Oct 01, 2018

If the contract manager, or policy staff as a whole, discovers and documents a repeated deficiency mn
performance of the MCQ, a plan for improved performance is developed. In addition, repeated deficiencies
in contractua! performance may result in a withholding of payment compensation.

General methods for problem correction include revisions to state contract terms based on lessons learned.
i. Remediation Data Aggregation
Remediation-related Data Aggresation and Analysis (including trend ideniification)

Freguency of data ageregation and

Responsible Party(check each that applies): analysis(check each that applies):

+ State Medicaid Agency - Weekly

" Operating Agency | Monthly

" Sub-State Entity - Quarteriy

+ Other " Annually
Specify:

Contracted Entify and MCOs

" Continvousky and Ongoing

. Other
Specify:

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation refated to the assurance of Administrative Authoriry that are currently non-
operational.

Ny
- Yes
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for imptementing
identified strategies, and the parties responsible for its operation.

|
i
:

Appendix B Evaluation/Reevaluation of Level of Care

Quality Improvement: Level of Care

As a distinet component of the State's guality improvement smategy, provide information in the Jollowing fields to detail the
State s methods for discovery and remediation.

a. Methods for Discovery: Level of Care Assurance/Sub-assurances

The stote demanstrates that it implements the processes and instrument(s) specified in ifs approved waiver for
evaluating/recvaluating an applicant's/weiver participant's level of care consistent with level of care provided in q
hospitel, NF or ICF/IED.

i. Sub-Assuramces:

a. Sub-assurance: An evaluation for LOC is provided fo all applicants for whom there is reasonable
indication that services may be needed in the future,

Performance Measures

For each performance measure the State will use to assess compliance with the siatutory assurance (or
sub-assurancej, complete the following. Where passible, include numerator/denominator.
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For each performance megsure, provide information gn the aggregaied data that will enable the Siate
io analvze and assess progress toward the performance measure. In this section provide information
on the method by which each sowrce of daia is analvzed statisticallv/deductivelv or inductively,_how
themes are identified or conclusions drawn, and how recommendations are formulated, where
approprigie.

Performance Measure:

L.C-al: IME will measure the pumber and percent of approved LOC decisions.
Numeraior: # of completed LOC; Denominator: # of referrals for LOC,

Drata Source (Select one):
Other

If ' Other' is selected, specify:
FFS and MCO members will be pulied from ISIS for this measure. IME MSU
completes all initial level of care determinations for both FFS and MCO

populations.
Responsible Party for | Frequency of data Sampling Approach
data eollection/generation {check each that gpplies):
coliection/generation {check each that applies;:
(check each thar applies):
o State Miedicaid T Weekly < 100% Review
Agency
T Operating Ageney | o Monthly 7 Less than 160%
Review
. Sub-State Entity T Quariterly " Representative
Sample
Confidence
Interval =
¢ Other "7 Ampuaily " Stratified
Specify: Describe
contracted enity Group:
" Continuously and - Orther
Ongoing Speetfy: .
Other
Specify:
Data Ageregation ard Analysis:
Responsible Party for data Freguency of data aggregation and

aggregation and analysis (check each }analysis(check each that applies).
that applies):

« State Medicaid Agency T Weekly
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Quality Improvement: Waiver Draft [A.001.04.01 - Oct 01, 2018

Responpsible Party for data Freguency of data aggregation and
aggregation and analysis (check euch | analysis(check each that applies):
that applies):

. Operating Agency _ Monthly

" Sub-State Entity o Quarterly

" Other " Annually
Specify:

" Continuously and Ongoing

" Other
Specify: .

Page 6 of 43

b, Swub-essurance: The levels of care of enrolled participonts are reevaluaied at legst annually or as

specified in the approved waiver.

Performance Measures

For each performance measure the Siate will use to assess compliance with the statuiory assurance (or
sub-assurance), complete the following. Where possible, incltude numerator/denominator.

For each performance measure. provide information on the aggregated data that will enable the State

to analvze and assess proeress toward the performance meqsure, In this section provide information

7. 7 I Fotrads b oy : I =) . ; . . o
CFC TR IRl GV WRICH e SOHN e O Gald TS I Ve .)iufmua.uHV dcduuf; vm?v, OF lrLdubLﬁVt:l-rL. .'r.zuw'

themes are identified or conclusions drawn,_and how recommendations are formulated where

appropriaie.

¢ Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description io determine parficipeni level of care.

Performance Measures

For each performance measure the Slate will use 1o assess compliance with the siatutory assurance (or

sub-assurance), complete the jollowing. Where possible. include numerator/denominator.

For each performance measure, provide information on the aggreoated data that will enable the State

to anahvze and assess progoress ioward the performance measyre. In this section provide information

on the method by which each source of dala is analvzed staristicaliy/deductively or inductively, how

themes are identified or conclusions drawn._and how recommendations are formulated, where

appropriate.

Performance Measure:

E.C-cl: The IME shall determine the number and percent of initial level of care

decisions that were accurately determined by applying the approved LOC

eriterion using standard operating procedures. Numerator: # of of LOC decisions
that were accurately determined by applving the correet criteria as defined in the

waiver; Denominator: # of reviewed LOC determinations.

Data Source {Select one}:
Other
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I£'Other' is selected, specify:
IME MQUIDS and OnBase

Responsibie Party for | Frequency of datz Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

{check each that applies):

. State Medicaid 7 Weekly T 100% Review
Agency

T Operating Agency | i/ Monthiy o Less than 100%

Review
7" Sub-State Entity T Quarterly . /. Representative
Sampie
Confidence
Interval =
5%

o Other " Anmually . Stratified
Specify: Describe
Contracted Entity Group: |

7 Continuously and
Ongoing
" Other

Crarifie:

SRSy
Drata Aggregation and Analysis:
Responsible Party for data Freguency of data aggregatfion and
ageresation and analysis (check each | amabysis(check each that applies):
thar applies):

<4 State Medicaid Agency T Weekly

"~ Operating Agency " Monthly

. Sub-State Entity « Quarterly

" Other . Annually
Specify:

™ Continuously and Ongoing

. Other
Specify:
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N

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by

the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

Drata for completed LOC is collecied quarterly through reports generated through ISIS, MQUIDS, and
OnBase. This data is monitored for trends from an individual and systems perspective to determine in
procedural standards.

Monthly a random sample of LOC decisions s selected from each reviewer. JQC activity 15 completed on
the random sample. This level of scrutiny aids in earty detection of variance from the stated LOC criteria.

b. Metbods for Remediation/Fixing Individual Problems

i

it

Drescribe the State’s method for addressing individual problems as they are discovered. Inciude information
regarding responsibie parties and GENERAL methods for probiem correction. In addition, provide
information on the methods used by the State to document these items.

The state’s Medical Services Unit performs internal guality reviews of initial and annual level of care
determinations to ensure that the proper criteria are applied. In instances when it is discovered that this bas
not occurred, the unit undertakes additional traming for staff.

Remediation Data Aggregation

Remediation-relaied Data Aggregation and Analysis (including trend identification)

Respousibie Party(check each that applies): Frequencz:cglfe?; z;%;z;gzgﬁgezfd analysis
o State Medicaid Agency T Weekly
" Operating Agency ™ Monthiy
"~ Sub-State Entity «f Quarterly
T Other " Annualy
Specify:

H

i e

" Continueusly and Ongoing

= Other
Specify:

¢. Timelines

When the State does not have al! elements of the Quality Improvement Strategy in place. provide tireelines to design

methods for discovery and remediation related to the assurance of Level of Care that are currently non-operationat.
& No
- Yes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified

strategies, and the parties responsible for ifs operation.

Appendix C: Participant Services

Quzlity Improvement: Qualified Providers

As a distinct component of the State’s quality improvement strategy, provide information in the following fields 1o detail the
State s methods for discovery and remediation,

a. Methods for Discovery: Qualified Previders
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The state demonstraies that it has designed and implemenied aw adeguate system for assuring that all waiver
services are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The Sigie verifies that providers initially and continually meet required licensure

and/or certification standards and adhere to other standards prior to their furnishing waeiver
services.

Performance Measures

For each performance measure the State will use to assess compliance with the siarulory assurance,
complete the following. Where possible. include numerator/denominaior.

For each performance measure. provide information on the ageregated data that will enable the State
1o analvze and assess progress loward the performance measure._In this section provide information
on the method by which each source of data is analyzed statistically/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated where
appropridte.

Performance Measare:

QP-at: The IME will measure the number and percent of licensed or certification
wajver provider enroliment applications verified against the appropriate licensing
and/or certification entity, Numerator = # and percent of waiver providers
verified against appropriate licensing and/or cerfification entity prior to
providing services. Denominator = # of licensed or certified waiver providers.

Pratz Source (Select onsl:
Orther
If 'Other' is selected, specify:

Eneounter-data-claims-data-and-enroliment-information-out-of ISIS. AL MCO

HCES providers must be enrolied as verified by the IME PS.

Responsibie Party for | Freguency of data Sampling Appreach
data collection/generation (check each that applies):
collection/generation {check each that applies):
{check each that applies):
" State Medicaid T Weekly W 100% Review
Agency
" Operating Agency | v Monthly " Less than 108%
Review
VVVVV " Seb-State Entity T Quarterly " . Representative
Sample
Confidence
Interval = _
of Other I Annpually 7 Stratified
Specify: Describe
Contracted Entity Group: |
inchuding MCC -
I Contipuously and T Other
Ongoing Specify:
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- Other
Specify:

Prata Aggregation and Aunalysis:
Respounsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analbysis(check each that applies):
that applies}.

~ State Medicaid Agency T Weekly

. Operating Agency " Monthly

"~ Sub-State Entity ~ Cruarterly

" Other : Anpually

Specify:

. Continuously and Ongoing

7 Other
Specify:

b. Sub-Assurance: The Staie monitors non-licensed/non-certified providers to assure adherence fo
waiver requirements.

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following, Where possible, include numerdaor/denominator.

For each performance measure, provide information on the ageregaied data that will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of dala is analvzed statistically/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated, where
appropridie.

Performance Measure:

QP-bi: The IME shall determine the number apd percent of CDAC providers
that met waiver requirements prior to direct service delivery. Numerator = # of
CBDAC providers who met waiver requirements prior to service delivery;
Denominator = # of CDAC enrolled providers.

Data Source (Select one):
Other

If 'Other’ is selected, specify:
Encounter data, claims data and enroliment information out of ISIS. Al MCO
HCBS providers must be enrolled as verified by the IME PS.
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Responsible Party for | Frequency of data Sampling Approach
data coliection/generation fcheck each that applies):
coliection/generation (check each that applies):
{check each that applies):
T Grate Medicaid T Weekly o 100% Review
Agency
T Operating Agency | 7 Monthly " Less than 160%
Review
T Sub-State Entity 7 Quarterty " Representative
Sample
Confidence
Interval =
«. Cher T Arpnually " Stratifed
Specify: Describe
Contracted Entity Group:
-~ Continnously and o Other
Ongoing Specify,
Other
SPECHY e

Drata Agoregation and Analysis:

Responsibie Party for data
aggregaiion and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
~ State Medicaid Agency T Weekly
T Operating Agency — Monthhky

. Sub-State Entity + Quarterly

" Other
Specify:

7 Anpually

" Continuously and Ongoing

. Other
_§pccify:

L8
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¢. Sub-Assurance: The State implemenis ifs policies and procedures for verifying thar provider
training is conducted in accordance with state requirements and the approved waiver.

For each performance measure the State will use 1o assess compliance with the statutory assurance,
complete the following. Where possible. include nymeratov/denominator.

For each performance megsure. provide information on the agoregated daia thar will enable the Staie
10 analvze and assess progress toward the performance measure. In this section provide information
on the method by which each sowrce of data is analvzed statisticallv/deductively or inductively. how
themes are identified or conclusions drawn, and how recommendations are formulated where
appropriate.

Performance Measare:

QP-ct: The IME will measure the total number and percent of providers, specific
by waiver, that meet training reguirenients as outlined in State regulations.
Numerator = # of reviewed HCBS providers which did pot kave a corrective
action plan issued related to training; Denrominator = # of HCRBS waiver
providers that had a certification or periodic guality assurance review,

Data Source {Select ong):

Record reviews, off-site

If 'Other' is selected, specify:

Provider's evidence of staff training and provider training policies. All certified

and periodic reviews are conducted on a 5 year cycle; at the end of the cyvcle all
roviders are reviewed.

Responsible Party for

data
collection/generation
(check each that applies).

Frequency of data
collection/generation
(check each thay appliss):

Sampling Approach
(check each that applies):

. State Medicaid _ Weekly o 100% Review
Agency
" Operating Ageney | 4 Monthly ¢ . Less than 100%
Review
. Bub-State Entity T Quarierdy " Representative
Sample
Confidence
Interval=
« Other " Anpualky . Stratified
Specify: Describe
Coniracted Entity Group:
" Continnousty and — Other
Ongoing Specify:
.. Other
Specify:
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Data Aceregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | apalysis(check each thal applies):
that applies):

w/ State Medicaid Agency - Weekly

T Operating Agency - Muonthly

" Sub-State Entity . Quarterly

" Other " Amnnually

" Continvously and Ongoing

" Other
Specif}f:_

ii. If applicable, in the textbox below provide any pecessary additional information on the strategies employed by
the State to discover/identify problems/issues within the watver program, including frequency and pariies
responsible.

The [ME Provider Services unit is responsibie for review of provider licensing, certification, background
checks of relevant providers, and determining compliance with provider service and business requirements

prior to mitial enroliment and reenroliment.
All MCO providers must be enrolled as verified by IME Provider Services.

The Home and Community Based Services (HCBS) quality oversight unit is responsible for reviewing
provider records at a 100% level over a three to five year cycle, depending on certification or accreditation, If
it ts discovered that providers are not adhering to provider training requirements, a corrective action plan s
implemented. If cotrective action atiempts do not correct noncompliance, the provider Is sanctioned for
noncompliance and eventually disenrolied or terminated if noncompliance persists.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
If it is discovered by Provider Services Unit during the review that the provider is not compliant in one of the
enroliment and reenrollment state or federal provider requirements, the provider is required to correct
deficiency prior to enrollment or reenrollment approval. Until the provider make these comrections, they are
ineligible to provide services to waiver members. All MCO providers must be enrolled as verified by IME
Provider Services, so if the provider is no longer enrolied by the IME then that provider is no longer eligible
to enrell with an MCO.

If it is discovered during HCBS Quality Oversight Unit review that providers are not adhering to provider
fraining requirements, & corrective action plan ts implemented. If corrective action atiempts do not correct
noncompliance, the provider is sanctioned for noncompliance and eventually disenrolled or terminated is
noncompiiance persists,

General methods for problem correction at a systemic level include mformational letters, provider frammgs,
collaboration with stakeholders and required changes in individual provider policy.

ii. Remediation [rata Aggregation
Remediation-relaied Data Aggregation and Analysis {including trend identification)
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Frequency of data agpregation and anakysis

Responsible Party/check each that applies): (check each that applies)-

+f State Medicaid Agency T Weekly

. Operating Agency ~ Monthly

7 Sub-State Enfity ' Quarterly

« Other " Annually
Specify:

contracted entity and MCO

" Continuously and Ongoing

" Other
Specify:

¢, Timelines
When the State does not have all elements of the Qualitv Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Qualified Providers that are currently non-
operational.
¥ No
. Yes
Please provide & detailed strategy for assuring Qualified Providers, the specific umeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix D: Participant-Centered Planning and Service Delivery

Ouality Improvement: Service Plan

As a distinct component of the State’s guality improvemeni strategy, provide information in the following fields ic deiail the
State's methods for discovery and remediation.

a. Methods for Discovery: Service Plan Assurance/Sub-assurances

The sigte demonsiraies it has designed and implemented an effective sysiem for reviewing the adegnacy of service
plans for waiver participents.

i. Sub-Assurances:

a. Sub-assurance: Service plans eddress all participanis’ assessed needs (including health and safety
risk factors) and personal goals, either by the provision of waiver services or through other means.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the acaregated data that will enable the State
{6 analvze and assess progress toward the performance measure. In this section provide information
on the method bv which each sowrce of daiq is analvzed statisticalby/deductively or inducrively, how
themes are identified or conclusions drawn, and how recommendations are formulated where

apprapriate.

Performance Measure:
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SP-a: The IME shali measure the pumber and percent of service plans that

accuraiely reflect the member's assessed needs. The assessed needs must inciude,

at a minimuin, personal goals, health risks, and safety risks, Numerator = # of
service plans that address all member assessed needs including health and sajety
risks, and personal goals. Depominator = # of reviewed service plans.

Drata Source (Select one}:

Record reviews, off-site

If'Other' 15 selected, specify:

person-centered plans and the results of the department approved assessment

Page 15 of 43

Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation (check each that applies).
{check each that applies).
' State Medicaid T Weekly T 180% Review
Agency
" Operating Ageney | 4 Monthly ~F Less than 100%
Review
™" Sub-State Entity T Quarterty + Representative
Sampie
Confidence
Interval =
5%
of Other O Anpually T Stratified
Specify: Describe
Contracted Entity Group: o
mchuding MCO
. Continuorsly and ~ Other
Ongoing Specify:
7 Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Freguency of data aggregation and
aggregation and analysis (check each |analysisicheck each that applies):
that applies):

W/ State Medicaid Agency T Weekly

" Operating Agency T Menthkly

" Sub-State Entity ~ Quarterly

" Othber T Annually

Specify:
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Responsibie Party for data Freqguency of data aggregation and
aggregation and analysis (check each | analysis{check each that applies).
that applies}:

. Continuously and Ongemg

7 Other
Specify:

b. Sub-assurance: The Staie monitors service plan development in accordance with its policies and
procedures.

Performanece Measures

For cach performance measure the State will uge to assess compliance with the siatutory assurance {(or
sub-assurance), compleie the joliowing. Where possible, include numerator/denominator.

For each performance measure, provide information on the ageregated data thar will enable the State
10 analvze and assess progress toward the performance measure_In this section provide information
on the method bv which each source of data is anahzed statisticalfy/deductively or inductivehv_how
themes are identified or conclugions drawn, and how recommendations are formulated where
approprigie.

i)

Sub-gssurance: Service plans are updatedirevised at least annually or when warranted by.changes

in the waiver participant’s needs.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure. provide information on the aggrecated data that will enable the State
Lo anglyze and assess progress toward the performance measwre. In this section provide information
on the method by which each source of data is anabzed statisticallv/deductively or inductively_how
themes are identified or conclusions drawn. and how recommendations are formulaied where

Performance Measure:

SP-c2: The IME will measure the number and percent of service plans which are
updated on or before the member's annual due date. Kumerator = # of service
plans updated prior to due date; Denominator = # of service plaps reviewed.

Data Source (Sclect one):
Record reviews, off-site
If 'Other’ is selected, specify:
erson-centered plans and the results of the department approved assessment

Responsible Party for | Freguency of data Sampiing Approach
data collection/generation {check each that applies):
collection/generation (check each that applies):

(check each that applies).

" Weekly ™ 100% Review
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" State Medicaid
Agency
" Operating Agency | .~ Monthly + Less than 100%
Review
[ Sub-State Entity - Quarterly /. Representative
Sample
Confidence
Interval =
5%
o Other "~ Anpually 7" Stratified
Specify: Describe
Medicald contracted Group: |
entity mcluding
MCO
" Contipucusly and 7 Other
Ongoing Specify: |
_ Other
Specify: |

Data Aggregalion and ARakvsis:

Responsible Party for data
aggregation and analysis (check each
thai applies):

Freguency of data aggregation and
analvsisicheck each that applies):

n/ State Medicaid Agency

. Weakly

" QOperating Agency

" Monthly

" Sub-State Entity

~ Quarterly

- Other
Specify:

. Annually

o Continuously and Ongoing

Other
specify:

Performance Measure:

SP-cl: The IME will measure the number and percent of service plans which
were revised when warranted by a change in the member’s needs. Numerator = #
of service plans updated or revised when warranted by changes to the member’s
needs. Denominator = # of reviewed service plans.
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Record reviews, off-site
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If "Other' 1s selected, specify:

person-ceniered plans and the resuits of the department approved assessment

Responsible Party for
data
collection/generation
{check each that applies):

Frequency of data
coliection/generation
(check each that applies).

Sampling Approach
{check each that applies):

Page 18 of 43

" State Medicaid T Weelkly T 100% Review
Agency
“" Qperating Agency | / Monthiy « Less than 100%
Review
T Sub-State Entity " Quarterly ~ Representative
Sampile
Confidence
interval =
5%

" Other T Annually 7" Seratified
Specifv: Describe
Contracted Entity Group:
mchuding MCO

7 Continuously and - Other
Ongoing Spectly: ...
Other

Data Aggregation and Apalysis:

Regponsibie Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

T Weekly

__ Operating Agency

~ Monthly

" Sub-State Entity

o Cuarterly

" Other
Specify:

~ " Annually

. Continuously and Ongoing

" Other
Specify:
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Responsible Party for data Frequency of data aggregation and

aggregation and analysis (check each | analysis(check each that applies):
that applies):

d. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amourt, duration and frequency specified in the service plan.

Performance Measures

For each performance measure the State will use o assess compliance with the statutory assurance (or
sub-assurance}, complete the following. Where possible. include numerator/denominator.

For each performance measure, provide wmformation on the aggregated data thai will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statisticalbvdeductively or nductively, how
themes are identified or conclusions drawn. and how recommendations are formmdated where
aAppropridie.

Performance Measure:

SP-di: The IME will measure the # and percent of members' service plans that
identify all the follewing elements: * amount, duration, and funding sources of all
services * all services authorized in the service plan were provided as verified by
supporting documentation, Nemerator: # members receiving services authorized
in their service plar; Denominator = # of service plans reviewed.

Data Source (Select one):
Record reviews,. off-site

I 'Other” 1s selected, specify;

Service plans are requested from the case mapagers, with service provision
decumentation requested from providers

Responsible Party for | Frequency of data  Sampling Appreach
data collection/generation (check each that applies):
coliection/generation {check each that applies):

{check each that applies): '

T State Medicaid " Weekly T 00% Review
Agency

7" Operating Agency | 4 Monthiy ~ Less than 100%

Review
T Sub-State Entity " Quarterly < Representative
Sample
Confidence
Interval =
5%

& Other I Annmualby " Stratified
Specify: Describe
Contracted Entity Group:
mcluding MCO

| . Continuocusly and " Other
Ongoing Specify:
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.- Other
Specifv:

Data Aggregation and Analysis:

Responsible Party for data Freguency of data aggregation and
agoregation and anabysis (check each | analysisicheck each that applies).
that applies):

¢ State Medicaid Agency T Weekly
- Operating Ageney "~ Monthly
_ Sub-State Entity ~¢ Quarterly
Other 7 Annually
M Specify:. |

™ Continwously and Gngoing

" Other

e. Sub-assurance: Parficipants are afforded choice: Between/umong waiver services and providers.

Performance Measures

For each performance measure the State will use to assess compliance with the siatutory assurance (or
sub-assurance}, complete the jollowing. Where possible, include numeraior/denominator.

For each performance measure. provide information on the agoregated daia that will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
o the method by which each source of data is analvzed statistically/'deductively or inductively, how
themes are identified or_conclusions drawn, and how recommendations are formulated where
appropridaie.

Performance Measure:

SP-el: The IME will measure the number and percentage of members from the
HCBS IPES who responded that they kad a choiee of services. Numerator = # of
IPES respondents who stated that they were a part of planning their services;
Denominator =# of IPES respondents that answered the question asking if they
were a part of planning their services.

Drata Source (Select one):

Analyzed coliected data (including surveys, focus group, interviews, etc)
I 'Other' is selected, specify:

FS HCBS UNIT QA survey data and MCGO IPES databases

| | I l
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Responsible Party for | Freguency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation {check each that applies):
{check each that applies):
7 State Medicaid . Weekly T 100% Review
Agency
" Operating Agency | o/ Monthly W Less than 100%
Review
¢ Sub-State Entity " Quarterly ~ Representative
Sample
Confidence
Interval =
5%
¥ Other T Annually ™ Stratified
Specify: Describe
Confracied Enfity Group:
including MCO : £
T Continuouesiy and " Other
Ongoing Specify:
. Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
ageregation and analysis (check each | anabysisicheck each that applies):
that applies):
& State Medicaid Agency " Weekly
7" Operating Agency " Monthly
T Sub-State Entity & Quarteriy
" Other ©" Annpually
Specify:

 Continuously and Ongoing

o Other
Specify: .

Performance Measure;
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SP-eZ: The IME will measure the number and percentage of service plaps from
the HCBS QA survey review that indicated the member had a choice of providers.
Numerator: The total number of service plans reviewed which demonstrate
choice of HCBS service providers; Denominator: The total aumber of service
plans reviewed,

Brata Source (Select one);

Record reviews, off-site

If 'Other' 15 selected, specify:

FFS QA review of service plap stored in OnBase. MCO review services plans
available through their system.

Responsibie Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies).
coltection/generation (check each that applies):
{check each that applies):
T State Medicaid T Weekly T 100% Review
Agency
7 Operating Agency ~+ Monthly «f Less than 160%
Review
. Sub-State Eafity 7 Quarterly + Representative
Sample
Confidence
Interval =
5%
= Other " Annually T Stratified
Specify: Describe
Contracted Entity Group:

mciuamg MUU

" Continunously apd " Orther

Ongoing Spectfy: ..
T Other

SPECHY

Data Aggregation and Analysis:

Responsible Party for data Frequeney of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

. State Medicaid Agency T Weekly

7 Operating Agency . Monthly

7 Sub-State Enfity « Quarterly

T Other "¢ Amnnually

Specify:
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i,

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
thai applies):

" Countinuonsly and Ongeing

T Other
Specify:

If applicable, in the textbox below provide any necessary additional information on the strategies emploved by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

The Medical Services Unit utilizes criteria to grade each reviewed service plan component. If it is determined
that the service plan does not meet the standards for component(s). the case manager 1s notified of deficiency
and expectations for remediation. MCOs are responsible for oversite of service plans for their members,

The HCBS Quality Oversight Unit has identified questions and answers that demand additional attention.
These questions are considered urgent in nature and are flagged for follow-up. Based on the responses to
these flageed questions, the HCBS interviewer performs education fo the member at the time of the interview
and requests additional information and remediation from the case manager.

General methods for problem correction at a systemic leve] Include informational letters, provider training,
collaboration with stakeholders and changes in policy.

e - Y e DO AS-Or- Remediation/Fixing Individeal Broblems

i

if.

Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.

The Medica! Services Unit utilizes criteria to grade each reviewed service plan component. If it is defermined
that the service plan does not meet the standards for component(s), the case manager is notified of deficiency
and expectations for remediation. MCQOs are responsible for oversiie of service plans for their members.

The HCBS Quality Oversight Unit bas identified questions and answers that demand additional attention.
These guestions are considered urgent in nature and are flagged for follow-up. Based on the responses to
these flagged questions, the HCES interviewer performs education to the member at the time of the nterview
and reguests additional mformation and remediation from the case manager.

General methods for probiem corection at a systemic level include informational letters, provider training,
collaberation with stakeholders and changes m policy,

Remediation Data Aggregation

Remediation-related Data Agoregation and Apalysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies). (check each that applies):

« State Medicaid Agency T Weekly
Operating Agency " Monthly

"' Sub-State Entity o Quarterly

 Other 7" Annually
Specify

contracted entify
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. . Freguency of data aggregation and anabysis
b - o = o
Responsible Party/check each that applies). (check each that applies):

" Continuousky and Ongoing

T Other
Specify:

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timeiines to design
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational.
‘¢ No
_ Yes
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing 1dentified
strategies, and the parties responsibie for its operation.

i

i

P i
S

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

As a distinct component of the State’s quality improvement sirategy, provide information in the following fields 1o detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Heaith and Welfare
The state demonstrates it hes designed and implemented an effective system for assuring waiver participart heaith

g welfare, TFoF waiver actions submitted befare Jame T 2074 his aysuranice Tead " THe Stare; oF i ongotig Basis,
identifies, addresses, and seeks to prevent the occurrence of abuse, neglect and exploiiation. '}
L. Sub-Assurances:

a. Sub-assurgnce: The staie demonstraies on an ongoing basis thar it identifies, addresses and seeks to
prevent insiancesof ubuse, neglect, exploitation and unexplained death. (Perjormance measures in

this sub-asswrance include all Appendix G performance measures for waiver actions submitted before
June [, 2014}

Performance Measures

For each performance measure the Stare will use 1o assess compliance with the siatwlory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure. provide information on the agoregated dara that will engble the State
ic analyvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statisticalby/deductively or inductively,_how
themes are identified or conclusions drawn. and how recommendations are formulated where
appropriaie.

Performance Measure:

HW-al: The IME will measure the total number and percent of IAC-defined
major critical incidents requiring follow-up escalation that were investigated.
Numerzior = # of critical incidents that received follow-up as required;
Denominater = # of critical incidents requiring follow-up escalation

Data Source (Select one):
Critical events and incitdent reports
If "Other' is selected, specify:
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Drata collected in the FES and MCO CIR databases.

Responsibie Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
i State Medicaid T Weekiy o 10% Review
Agency
" Operating Agency | 7/ Monthly " Less than 100%
Review
I Sub-State Entity T Quarterly . Representative
Sample
Confidence
~ Other T Annually " Stratified
Specify: Describe
Contracted Entity Group:
meluding MCO
7 Continuously and 7 Other
Ongoing Specify:
T Other
Specify:
Data Aggregation and Apalysis:
Responsible Party for data Frequency of data aggregation and

agoeregation and analysis (check each }analysis(check each that applies):
that applies):

. State Medicaid Agency T Weekly

" Operating Agency " Monthly

" Sub-State Entity + Quarterly

" Other  Amnually
Specify:

" Continuously and Ongoing

T Other
Specify:
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Performance Measure;

BW-a2: The IME will measure Cls that identifv a reportable event of abuse,
negleet, exploitation, or unexplained death and were followed upon approepriately.
NMumeraior = # of CTRs that identified a report was made to DHS protective

services and/or appropriate follow up was initiated: Denominator = # of Cls that
ideniified a reportable event of abuse, neglect, expleitation, and/or unexptained

death

Drata Source (Select one):

Critical events and incident reports
[f'Other' is selected, specify:
FFS and MCO CIR databases

Responsible Party for
data
coliection/generation
{check each that applies):

Frequency of data
collection/generation
(check each that applies).

Sampling Approach
(check each that applies):

Page 26 of 43

" State Medicaid T Weekldy W H00Y% Review
Agency
"7 Operating Agency | ./ Monthly ~ Less than H{%
Review
T Sub-State Entity T Quarterty " Representative
Sample
Confidence
Interval =
ot Other ~ Annually ~ Stratified
Specify: Describe
Contracted Entity Group:
mcluding MCCG
T Continuously and Other
Ongoing Specify: ..
0 Otieer
Specify: e

Data Asoregation and Analysis:

Respoasible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
 State Medicaid Agency | Weekly
... Operating Agency " Monthly

" Sub-State Entity

o Quarterly
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Responsibie Party for data Freguency of data aggregation and
aggoregation and anabysis (check each | analysis{check each that applies}:
that applies):
" Other _ Ampually
specify:

" Continuously and Ongoing

™ Other
Speeify:

b. Sub-gssurance: The state demonstrates that an incident manegement system iy in place that
effectively resolves those incidents and prevents further sipilar incidents io the exient possible.

Performance Measures

For each performance measure the Siate will use (o assess compliance with the statutory assurance (or
sub-agssurancej, compleie the following. Where possible, include numerator/denominator

For each performance measure, provide information ow the aggregated data that will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed siatisticallv/deductively or inductively, how
themes are identified or conclusions drawn. and how recommendations ave formulated, where
appropridie.

Performance Measure:

HW-b1: The IME will identify all unresolved critical incidents which resulted in a
targeted review and were completed to resolution. Numerator =# of targeted
reviews resulting from an incident which were resolved within 60 days;
Denominater = # of critical incidents that resulied in a targeted review,

Data Source (Select one):

Critical events and incident reports

If 'Other’ is selecied, specify:

FFS/HCRS Unit and MCO data obtained from CIR databases.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each thal applies):
collection/generation {(check each that applies):
(check each thert applies):
. State Medicaid T Weeldy . 100% Review
Agepcy '
" Operating Agency | 7 Monthly 77 Less than 100%
Review
) Sub-State Entity 7" Quarterly - Representative
Sample
Confidence
Interval= .1
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 Other = Annually ~ Stratified
Specifv: Describe
Contracted Entity Group: ..
inclading MCG
. Coptinuously and | = Other
Ongoing Specify:

Data Ageresation and Analysis:

Responsible Party for data Freguency of ¢ata aggregatior and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

W State Medicaid Agency T Weekly

" Operating Agency . Monthly

. Sub-State Entity «f. Quarterty

T Other __ Annually
Specify:

" Continuously and Ongoing

“" Other

c. Sub-ussurance: The state policies and procedures for the use or prohibition of resirictive
interventions (including restraints and seclusion) are followed.

Performance Measures

For each performance measure the State will use io assess compliance with the statutory assurance (or
sub-assurance), complete the following, Where possible, include numerator/denominator.

For each performance measwre. provide information on the ageregated data that will enable the State
i0 analyze and assess progress loward the performance meaqsure. In this section provide information
on the method by which each source of data is analvzed siatisticallv/deductively or inductively, how
themes are ideniified or conclusions drawn. and how recommendations are formulated, where
approprigie,

Performance Measure:
HW-cl: The IME will measure the total # & % of providers with policies for
restrictive measures that are consistent with State and Federal policy and rules,
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and followed as writien. Numerator = # providers reviewed that have policies for
resirictive measures that were implemented as written; Denominator = total # of
providers reviewed that identified having policies for resiriciive measures.

Beata Source (Seiect one):

Record reviews, on-site

I 'Other’ is seiected, specify:

Provider's policies and procedures. All certified and periodic reviews are
conducted on a 5 year cycle; at the end of the cycie all providers are reviewed.

Responsibie Party for Frequency of data Sampling Approach
data collection/generation (check each that applies).
collection/generation (check each that applies):
{check each that applies):
" State Medicaid T Weekly  100% Review
Agency
T Operating Agency | 4 Monthly " Less than 0%
Review
" Sub-State Entity T Quarterly ~ Representative
Sample
Confidence
Interval =

~ Other " Annuoably " Stratified

Specify: Describe
Contracted Entity Grot

| Continucusly and T Other
Ongoing Specify:
" Other
Specify:
Drata Aggregation and Analbysis:
Responsible Party for data Freguency of data aggregation and
ageregation and analysis (check each | analysis(check each that applies):
that applies).
«¢ State Medicaid Agency T Weekly
" (Operating Agency " Monthiy

Sub-State Entity

o Quarterly

T Other
Specify:

. Annually
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Responsibie Pariy for datz Freguency of data aggregation and
agoregation and analysis (check each }amalysis(check each that applies):
that applies):

7 Continuouasly and Ongoing

" Other
Specify:

d. Sub-assurance: The state establishes overall health care stendards and monitors those standardy
based on the responsibility of the service provider as stated in the approved waiver.,

Performance Mieasures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), compleie the following. Where possible. include numerator/denominator.

For each performance megsure,provide information on the aggregated datg that will enable the Staie
10 analvze and assess progeress toward the performance measure, In this section provide information
on the method by which each source of data is analyzed siatisticaliv/deductively or_inductively,_how
themes are identified or conclusions drawn, gnd how recommendations are formulated where

Performance Measure:
HW-d1: The IME will measure the number and percent of providers meeting

state and federat reguirenents relative to individuat-watvers- Numerator =+-of
Quality Assurance reviews that did not receive a eorrective action plan;
Denomipator = # of provider Quality Assurapce Reviews completed.

Data Source (Select one):

Record reviews, off-site

If'Other is selecied, specify:

All QA reviews that don't result in a corrective action. All certified and periodic
reviews are conducted on a 5 year cycle; at the end of the cycle all providers are

reviewed.
Responsible Party for | Frequency of data Sampfing Approach
data coliection/generation {check each that applies):
collection/generation {check each that applies):
{check each that applies).
7" State Medicatd L Weekly nf 100% Review
Agency
7 Operating Agency | i/ Monthly " Less than 100%
Review
7 Sub-State Enfity " Quarterly " Representative
Sampie
Confidence
Interval =
ot Other T Annually . Stratified
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Specify: Describe
Contracted Bntity Group: .
7" Continuousiy apd | Other
Ongoing

. Other
Specify:

Data Aggregation and Analysis:

Respensible Party for data Freguency of data aggregation and
ageregation and analysis (check ench | anatysis(check each that applies:
that applies):

= State Medicaid Agency T Weekly

. Operating Agency " Monthly

7 Sub-State Entity « Quarterly

" Other - Annually
Specify:

" Continuously and Ongoing

B Other

ii. If applicable. in the textbox below provide any necessary addirional information on the stratsgies employed by
the State tc discover/identify problems/issues within the waiver program, Including frequency and parties
responsible.

The HCBS Quality Assurance unit and each MCG  is responsible for monitoring and analyzing data
associated with the major incidents reported for members on waivers. Data 1s pulled from the data
warchouse and from MCO reporting on 2 regular basis for programmatic trepds, individual issues and
operational concerns, Reported incidents of abuse, medication error, death, rights restrictions, and restrames
are investigated further by the HCBS Incident Reporting Specialist as each report 1s received. The analysis
of this data 1s presented to the state on a quarterly basis.

The HCBS provider oversight unit, and each MCQO. is responsible for conducting IPES interviews with
waiver members. The IPES tool has been expanded based on the federal PES tool and thought to capture a
more comprehensive view of lowa's watver population needs and issues. The IPES tool incorporates the
seven principies of the Quality Framework and is able to adjust based on the member interviewed and service
eprollment. HCBS Specialists conduct inferviews either face-to-face or via telephone, to the discretion of the
waiver member. All waiver members have the right to decline interview. The results of these interviews are
presented to the state on a quarterly basis.
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b. Methods for Remediation/Fixing Iadividual Problems

i, Describe the State’s method for addressing individual problems as they are discovered. include information
recarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
The HCBS Incident Reporting Specialist and each MCO analyzes data for individual and systemic
issues. Individual issues require communication with the case manager to document all efforts to remediate
risk or concerr. If a these efforts are not successful, staff continues efforts to communicate with the case
manager, the case manager's supervisor, and proteciive services when necessary. All remediation efforts of
this type are documented in the monthly and quarterty reports.

The HCBS Specialists conducting interviews conduct individual remediation te flagged questions. In the
instance that a flageed question/response occurs, the Specialist first seeks further clarification from the
member and provides education when necessary. Following the interview, the case manager is notified and
information regarding remediation is required within 30 days. This data is stored in a darabase and reported
to the state on a quarierly and annual basis. MCO are responsible for ressarch and follow up to flagged
TESpOnSEs,
General methods for problem correction at & svstemic level include informational ietters, provider trainings,
collaboration with stakeholders and changes to provider policy.

ii. Remediation Data Aggregation
Remediation-related Pata Aggregation and Anpalysis (including trend identification)

Responsible Partyicheck each that Freguency of data aggregation and
applies): analysis(check each thai applies):
' State Medicaid Agency i Weekly
" Operating Agency & Monthly
_ Sub-State Enfity . (puarterly
Wt Other of Annuaily
Specify:

coniracted entify and MCOs

" Contimaously and Ongoing

" Other
Specify:

:

1

i L

¢. Timelines
‘When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation relaied to the assurance of Health and Welfare that are currently non-
operational.
& No
. Yes
Please provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

h
:
:
i

Appendix [: Firancial Accountability
Quality Improvement: Financial Accountability

As a distinct component of the State s quality improvement straiegy, provide information in the following fields to detail the
State’s methods for discovery and remediation.
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z, Wethods for Discovery: Financial Accountability Assurance:

The State miest demonstrate that it has designed and implemented an adeguate sysiem for ensuring financial
accountability of the waiver program. (For waiver actions submitted before June I, 2014, this assurance read "Siate
Financial oversight exists fo asswre thay claims are coded and paid for in accordance with the reimbursement

methodology specified in the approved waiver.")
L. Sub-Assurances:

a. Sub-assurance: The Stafe provides evidence that cloims are coded and paid jor in accordance with
the reimbursement methodology specified in the approved waiver and only for services rendered.
(Performance measures in this sub-assurance include all Appendix I performance measures jor waiver
actions submitied before June 1, 2014.)

Performance Measures

For each performance measure the State will use (o assess compliance with the statutory assurance (or
sub-assurancej, complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State
to analvze and assess progress toward the performance measyre. In this section provide information
on the method by which each source of data is anabzed statisticallv/deductively or inductivelv, how
themes are identified or conclusions drawn,_arnd how recommendations are formulated where
appropriaie.

Performance Measure:
¥A-al: The IME will determine the number and percent of FFS reviewed claims
supporied by provider documentation. Numerator = # of reviewed paid claims

where decuments supports the units of service; Denominator = # of reviewed paid
claims

Data Source (Select one}:

Financial records (incloding expendimres)

If'Other' is selected, specify:

Program Integrity reviews claims and provider documentation for providers
already under review.

Responsible Party for | Frequency of data Sampiing Approack
data collection/generation {(check each that applies):
coliection/generation (check each tha
(check each that applies):
applies):
T State Medicaid T Weekly T 100% Review
Agency
" Operating Agency | T Monthly ¢ Less thar 10¢%
Review
" Sub-State Entity & Quarterly " Representative
Sample
Confidence
Interval = .

~F Other W Annually . Siratified

Specify. Describe Group:
Contracted Entity : :

« Other
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7 Continuously and Specify:
Annually a
sampie of claims
from the 2 most
utitized codes
the first

vear. Remainmg
codes are
reviewed In
following vears.

Ongoing

Documentation
is reviewed to
determine
appropriaie
LS.
~ Other
Specify:
guarierly across all
watvers, annually
for this waiver
Data Agpregation and Analysis:
Responsibie Party for data Fregquency of data aggregation and
aggregation and anabysis (check each | analysis(check each that applies):
that applies):
 Staie Medicaid Agency T Weekly
TEOperating Ageney - Ieomthedy
" Sub-State Entity < Quarterly
" Other " Amnnually
Specify: ..

" Continuously and Ongoing

7 Other
Specify:

Performance Measure:

FA-22: The IME will defermine the number of clean claims that are paid by the
managed care organizations within the timeframes specified in e coniract,
Numerator =# of clean claims that are paid by the managed care organization
within the timeframes specified in the contract; Denominator = # of Managed
Care provider claims.

Bata Source (Select one};

Financial records (including expenditures)

If'Other’ 1s selected, specify:

Claims Data Adjudicated claims summary, claims aging summary, and claims
lag report

| E | |
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Responsible Party for
data
collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies).
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: Sampling Approach
(check each that applies):

| State Medicaid | T T Weekly « 100% Review
Awvency
" Operating Agency | . Monthly " Liess than 100%
Review
" Sub-State Entity " Quarterly "~ Representative
Sample
Confidence
Interval = |
o Otheer T Anpually . Stratified
Specify: Describe
Contracted Entity
mcluding MCO
" Continuously and Other
Ongoing Specify:
. Other
Specify:

Page 35 of 43

Prata Aggregation and Analysis:

Responsible Party for data
aggregation and amalysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

« State Medicaid Agency

"~ Weekly

" QOperating Agency

" Monthly

" Sub-State Entity

« Quarterly

°7 Other
Specify:

" Annualiy

" Continuously and Ongoing

7 Other
Specify:
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b, Sub-assurance: The state provides evidence that rates remain consistent with the approved raie
methodology throughout the five year walver cycle.

Performance Measures

For each performance measure the State will use to assess compliance with the siatutory assurance (or
sub-assurance), complete the jollowing. Where possible, include numeraior/denominaior.

For each performance measyre, provide information on the agorecated dala that will enable the Staie
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statistically/deductively or inductively, how
themes are identified or conclusions drawn,_and how recommendations are formulated where
appropriate.

Performance Measure:

FA-bi: The IME will measure the number and percent of claims that are
reimbursed according to the fowa Administrative Code approved rate
methodology for waiver services provided. Numerator = # of reviewed claims paid

using IME-approved rate methodologies; Denominator = # of reviewed paid
claims.

Data Souree (Select one):

Financial records (including expenditures)

If 'Other’ 1s selected, specify:

The DW Unit query pulis paid claims data for all sever of the HCBS waivers,

Responsible Party for | Freguency of data Sampling Approach
data collection/generation {check each that applies)
collection/generation (check each that applies):
{check each that applies).
7 State Medicaid 7 Weekly <« 100% Review
Agency '
™ Operating Agency | .~ Monthly " Less than 100%
Review
" Sub-State Entity | 7 Quarterly " Representative
Sample
Confidence
Interval = |
o Other T Anpually T Stratified
Specify: Describe
Contracted Entity Group: ...
7 Continuously and " Other
Ongoing Specify: .
" Other
SpecHy: e
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Responsible Parey for data
aggregation and analysis (check each
that applies).

Frequency of data aggregation and
analvsis{check each that applies).

. State Medicaid Agency

Weekly

" Monthiy

" Sub-State Entity

7 Quarterly

" Other
Specify:

. Annually

“ Other
Specify: ...

Performance Measure:

FA-b2: The IME will measure the number of capitation payments to the MCQOs
that are made in accordance with the CMS approved actuarialiy sound rate
methodology. Numerator: # of Capitation payments made to the MCOs at the
approved rates throngh the CMS certified MMIS. Denominator: # of capitation
payments made through the CMS certified MMIS.
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3

Bata Source (Select one);

Financial recerds (inclading expenditures)

If 'Other' is selecied, specify:

MMIS
Responsibic Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
coliection/generation {check each that applies):
{check each that applies):
™! State Medicaid . Weekly o 100% Review
Agency
7 Operating Agency | - Monthly " Less than 100%
Review
" Sub-State Entity i Quarterly T Representative
Sample
Confldence
Interval =
ot Other " Amnually " Stratifie
Specify: Describe
contracted entity Group:
. Other
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" Contipuously and Specify:

Ongoing

7 Other
Specify: ]

Data Ageregation and Apalysis:

Responsible Party for data Frequency of data apggregation and
aggregation and analysis (check eqch | analvsis(check each thar applies).
that applies):

w State Medicaid Agency T Weekly

T Operating Agency 77 Monthly

7" Sub-State Entity . Quarterly

T QOther T Amrnually

Specify:.

"+ Continuously and Ongoing

- Other

ii. Ifapplicable, in the textbox below provide any necessary additional Information on the strategies emploved by
the Staie to discover/identify problems/issues within the watver prograni, including frequency and parties
responsible.

The Program Integrity unit samples provider claims each quarter for quality. These claims are cross-walked
with service documentation to defermine the percentage of error associated with coding and
documentation. This data is reported on a quarter]y basis.

MCQO claims data is compared 1o the contractual obligations for MCO timeliness of clean claim
payments. Data is provided to the HCBS staff as well as to the Bureau of Managed Care,

b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
When the Program Integrity unit discovers situations where providers are missing documentation fo suppott
billing or coded incorrectly, monies are recouped and technical assisiance 1s given to prevent firture
ocourrence. When the lack of supporting documentation and incorrect coding appears to be pervasive, the
Program Integrity Unit may review additional claims, suspend the provider payments; require screening of all
claims, referral to MFCU, or provider suspension.

The data gathered from this process is stored in the Program Integrity tracking system and reported 1o the
state on a guarterly basis.
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If during the review of capitation payments the IME determunes that 2 capitation was made in error, that
claim is adjusted to create a corrected payment.

i. Remediation Data Aggregatlion
Remediation-related Data Aggregation and Apalysis (including trend ideniification}

Responsible Party(check each thai applies): Frequenciﬁig:g;?ﬁ%;?3:;-}';’[';8??.& analysis
# State Medicald Agency T Weeldy
© Operating Agency _ Mounthly
", Sub-State Entity « Quarterly
"t Other 7 Annuwally
) Specif: |

" Continuously and Ongoing

"~ Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation retated 1o the assurance of Financial Accountability that are currently non-
operational.
‘# No
. Yes

Please provide  detailed strategy for assuring Financial Accountability, the specific timeline for implementing
identified sirategies, and the parties responsible for its operation.

Appendix H: Quality Emprovement Strategy (1 of 2)

Under §1915(c) of the Social Security Act and 42 CFR §441.302, the approval of an HCBS walver requires that CMS
determine that the State has made satisfactory assurances concerning the protection of participant health and welfare,
financial accountability and other elements of waiver operations. Renewal of an existing waiver is contingent upon review by
CMS and a finding by CMS that the assurances have been met. By completing the HCBS waiver apphication., the State
specifies how it has designed the waiver’s critical processes, structures and operational features in order to meet these
ASSUTANCES,

& Quality Improvement is a critical operational featare that an organization employs to continually determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
Tequirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver's relationship to other public programs, and will extend beyond regulatory
requiremnents. However, for the purpose of this application, the State 1s expected to have, at the minimum, sysiems in place to
measure and improve its own performance in meeting six specific walver assurances and requirements.

It may be more efficient and effective for a Quality Improvemen: Strategy to span mulfipie waivers and other long-term care

services. CMS recognizes the vatue of this approach and will ask the state t¢ identify other watver programs and long-term
care services that are addressed in the Quality Improvement Strategy,
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CQruality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the
waiver in the appendices corresponding te the stafutory assurances and sub-assurances. Other documents cited must be
available to CMS upon request through the Medicaid agency or the operating agency (if appropriate).

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and [} . 2
state spells out:

» ‘The evidence based discovery activities that will be conducted for each of the six major waiver assurances;
®  The remediation aciivities followed to correct individual problems identified in the implementation of each of the
assurances;

In Appendix H of the application, a State describes (1) the svstem improvement activities followed in response to aggregated,
analyzed discovery and remediation information coliected on each of the assurances; {2) the correspondent
roles/responsibilities of those conducting assessing and prioritizing improving system corrections and improvements; and (3)
the processes the state will follow to continuously assess the effectiveness of the OIS and revise It as necessary and
appropriate.

If the Stare's Quality knprovement Strategy is not fully developed at the time the waiver application 15 submitted, the state
may provide a work plan to fully develop its Quality Improvement Strategy, including the specific tasks the State plans to
undertake during the period the walver is in effect. the major milestones associated with these tasks, and the entity (or
entities} responsible for the completion of these tasks.

When the Quality Improvement Strategy spans more thar one watver and/or other types of long-ierm care services under the
Medicaid State plan, specify the control numibers for the other waiver programs and/or identify the other long-term services
that are addressed in the Quality Improvement Strategy. In instances when the QIS spans more than one walver, the State
must be able to stratify imformation that is relaied to each approved waiver program. Unless the State has requested and
received approval from CMS for the consolidation of multiple waivers for the purpose of reporting, then the State must
stratify information that is related to each approved waiver program, i.¢., employ a representative sample for each waiver.

H-1: Svsfems Improvement

a. System Improvements

i. Describe the process(es) for trending, prioritizing, and implementing svstem mmprovements (i.¢., design
changes) prompted as a result of an analysis of discovery and remediation information.

The IME is the single state agency that retains administrative authority of lowa’s HCBS Waivers, lowa
remains highly commitied to continually improve the qualify of services for all waiver programs. The IME
discovered over the course of submitting previous 191 35(c) waiver evidence packages that previously
developed performance measures were not adequately capturing the activities of the IME. For this reason,
state staff developed new performance measures ¢ better capture the guality processes that are abready
occurring or being developed. The QIS developed by lowa stratifies all 1915(c) waivers:

[4.0213, HCBS AIDS/HIV

1A.0242, HCBS Intellectual Disability
[A.0299, HCBS Brain Injury

[A.0345, HCBS Physical Disability
1A.0819, HCBS Children's Mental Health
1A.4111, HCBS Health and Disability

[A 4155, HCBS Elderty

DHS also provides §1915(1) services and strives to maintain consistency in QIS between these and the State’s
§1915{c) watvers.

Based on confract oversight and performance measure implementation, the IME hoids weekly policy staff
and long term care coordination meetings to discuss arsas of nofed concern. for assessment and
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prioritization. This can include discussion of remediation activities at an individual level, programmatic
changes, and operational changes that may need to be initiated and assigned to State or confract staff.

Contracts are monitored and improvements are made through other inter-unit meetings designed 1o promote
programmatic and operational fransparency while engaging in continued collaboration and

improvement. Further, a quality assurance group gathers on 2 monthly basis to discuss focus areas, ensuring
that timely remediation and contract performance s occurring at & safisfactory level. ISIS will only be
utitized for fee-for-service members.

Al contracted MCOs are accountable for improving guality outcomes and developing & Quality
Management/Quality Improvement (QM/QI) program that incorporates ongomg review of all major service
delivery areas. The QM/QI program must have objectives that are measurable, realistic and supported by
consensis among the MCOs” medical and quality improvement staff. Through the QM/QI program, the
MCOs must have ongoing comprehensive quality assessment and performance improvement activities aimed
at improving the delivery of healthcare services to members. As a key component of its QM/QI progran, the
MCOs must develop incentive programs for both providers and members, with the ultumarte goal of
improving member health outcomes. Finally, MCOs must meet the requirements of 42 CFR 438 Subpart B
and the standards of the credentialing body by which the MCQ is credentialed in development of its QM/QI
prograin. The State retains final authority to approve the MCOs® QM/QI program. The State has developed a
draft-reporting manual for the MCOs to wiilize for many of the mapaged care contract reportmg
reguirements, including HCBS performance measures. The managed care contract aiso allows for the State
to request addinional regular and ad hoc reports.

lowa acknowledges that improvements are necessary (0 capture daia at a reore refined level, specifically
individual remediation. While each contracting unit utilizes their own elsctromic tracking system or OnBase
(workflow management), further improvements must be made to ensure that there are pot preventable gaps
collecting individual remediation. The State acknowledees that this is ap iImportant component of the
syster; however the terrain where intent meets the state budget can be difficult 1o manage.

The BME supports infrastruciure development that ensures choice is provided te all Medicaid members
seekine services and that these services are allocated at the most appropriate Ievel possible. This will

increase efficiency as less fime is spent on service/funding allocation and more time is spent on care
coordination and improvement. A comprehensive system of information and referrals ensures that all
individuals are allowed fully informed choices prior to facility placement.

A comprehensive gystem of information and referrals shall also be developed such that all individuals are
allowed fully Informed choices prior to facility placement. Many program mitegrity and ACA initiatives will
assist in system improvements. These include improvements to provider screening at enroliment, tighter
sanction rules, and more emphasts on sustaining quality practices.

ii. System improvement Activities

Responsible Party(check each that applies): Freguency of Monitoring anc Analysis/check each

that applies):

 State Medicaid Agency o, Weekly

T Operating Agency « Monthiy

T Sub-State Entity + Quarterly

7 Quality Improvement Committee w Annually

. O

3_1' Specify:

Specify:

Contracied Entity (including MCOs)

b. System Desien Changes
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i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a
description of the various roles and responsibilities invoived in the processes for monitoring & assessing
system design changes. I applicable, include the State's targeted standards for systems improvement.

The IME has hired & Quality Assarance Manager o oversee the data compilation and remediation activities
associated with the revised performance measures. The QA Manager and Stafe policy staff address oversight
of design changes and the subseguent monitoring and anaiysis during the weekly policy and monthly quality
assurance meetings. Prior to dramatic system design changes, the State will seek the input of stakeholders
and test/pilot changes that are suggested and developed. Informational letters are sent out te all relevant
parties prior to implementation with contact information of key staff involved. This workflow is documented
in logs and in informational letters found within the DHS computer server for future reference. Stakeholder
mvolvement and mformational Jetters are requested or sent out on a weekly/monthlv/ongoing basis as policy
engages in the confinuous guality improvement cycle.

Unit managers, policy staff and the QA committee confinue to meet on a regular basis (weekly or monthly) io
monitor performance and work plan activities. The IME Management and QA committees include
representatives from the contracted units within the IME as well as State staff. These meetings serve to
present and analyze data to determine patterns, frends, concerns, and issues in service delivery of Medicaid
services, including by not limited to waiver services. Based on these analyses, recommendations for changes
in policy are made to the IME policy staff and bureau chiefs. This information is also used to provide
training, technical assistance, corrective action, and other activities. The unit managers and committees
monitor waining and fechnical assistance activities to essure consistent implementation statewide. Meeting
minutes/work pians track data analysis, recommendations, anc prioritizations to map the continuous
evaluation and improvement of the system. IME analyzes general system performance throngh the
management of contract performance benchmarks. 18IS reports, and Medicaid Value Management reports
and then works with contractors, providers and other agencies regarding specific issues. The QA commitiee
directs workgroups on specific activities of quality improvement and other workgroups are activated as
needed.

In addition to developing QM/QI programs that include regular, ongoing assessment of services provided to
Medicaid beneficiaries, MCOs must maintain a QM/Q! Committee that includes medical, behavioral health,

and lfong-lerm care stafi, and network providers, This commitiee 15 responsible tor analyzmg and evaluating
ihe result of QM/QI activities, recommending policy decisions, ensuring that providers are involved in the
QM/QI program, instituting needed action, and ensuring appropriate foliow-up. This committee is also
responsible for reviewing and approving the MCOs® QM/QI program description, annual evaluation, and
associated work plan prior to submission to DHS.

ii. Describe the process io periodically evaluate, as appropriate, the Quality Improvement Strategy.

The IME reviews the overall QIS no less than annually. Strategies are continually adapted to establish and
sustain better performance through improvements in skills, processes, and products. Evaluating and
sustaining progress toward system goals is an ongoing, creative process that has to involve all stakeholders in
the system. Improvement requires structures, processes, and a culture that encourage input from members at
all levels within the system, sophisticated and thoughtful use of data. open discussions among people with a
variety of perspectives, reasonable rigk-taking, and a commitment to continuous jearning. The QIS is often
revisited more ofien due to the dynamic nature of Medicaid policies and reguiations, as well as the changing
climate of the member and provider communities.

In accordance with 42 CFR 438 Subpart E, the State will maintain a written strategy for assessing and
improving the quality of services offered by MCOs inciuding, but not iimited to, an external independent
review of the guality of, timeliness of. and access to services provided to Medicaid beneficiaries. MCOs must
comply with the standards established by the State and must provide all information and reporting necessary
for the State to carry out its obligations for the State guality strategy. MCOs are contractually required to
ensure that the results of each external independent review are available to participating health care
providers, members, and potential members of the organization, except that the results may not be made
available in a manner thai discloses the ideniity of any individual patient. Further, MCOs must establish
stakeholder advisory boards that advise and provide input into: (a) service delivery; (b) quality of care: (¢)
mernber rights and responsibilities; (d) resolution of grievances and appeals; () operational issues; ()
program monitoring and evaluation; (g) member and provider education; and (h) priority issues identified by
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members. In accordance with 42 CFR 438 Subpart E, the State will regularly monitor and evaluate the
MCOs’ compliance with the standards established in the State’s guality strategy and the MCOs™ QM/QI
program. The State is in the process of developing specific processes and timelines o report results 1o
agencies, waiver providers, participants, families, other interesied parties and the public. This will include
strategies such as leveraging the Medical Assistance Advisory Counctl (MAAC).

The HCBS Quality Assurance Unit {QALT) completes review of HCBS enrolied providers on a three-five
vear cycle. During the onsite review HCBS ensures personnel are trained in:

-Abuse reporiing

-Incident reporting

~Have current mandatory reporter fraining

- Individual member support needs

-Rights restrictions

~Provision of member medication

In addition HCBS QAU reviews the centralized incident report file, appeals and grievances, and any
allegations of abuse. During the review of service documentation any incident identified in narrative which
falls under the Incident description in 77.25(3), is required to have an incident report filed. The agencies
tracking and trending of incident reports is also reviewed during the onsite review. Any areas the agency may
be out of compliance in results in the requirement of a corrective action plan. HCRS

gives the provider 30 days to submit a time limited corrective action plan which will remediate the
deficiency. 45 days after the corrective action plan has been accepted HCBS follows up and requires the
agency fo submit evidence that the corrective action plan was put inte place.
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